MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 10933 


2 mherlend 


1 4) ide) 
nA x - MEDICAL EXAMINER’S CERTIFICATE OF DEATH We ei : 
6 mabe? es eg. Dist. No. 
33 1, PLACE OF DEATH — 2. USUAL RESIDENCE (Where deceased lived. If Institution: Residence before admission) 
as Mo COUNTY Allegany wantin || STATE Md. b. COUNTY Al lecany 
ee ee ai Couee aoe Cae ‘une corporate Fi, write RURAL € CITY OR TOWN {IF utide corporate limit, write RURAL ond give necrent town) 


d. NAME OF HOSPITAL OR INSTITUTION (If not in hospital, give street address) @. 1S RESIDENCE 
ON A FARM? 


 ¢ 
the registrar prior to burial, cremotion, 


25 506 Pearre Ave. ves [J No &] 
eS 
i 3. NAME OF First Middle Yeor 
Cc . 
a) “DECEASED re re OF 
Ses (ype or prin MODY Elizabeth Abernathy beatH = Oct, 19 59 
ae: 5. SEX 6. COLOR OR RACE {7- MARRIED ] NEVER MARRIED [_]| 8. DATE OF BIRTH 9. < iin - a IF UNDER 24 HRS, 
= ner Min. 

iG Female winowenE)_pvorceo | July 30,1895 3 


WOa. USUAL ele ed ee ‘ied of wark done! 1b, KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote ar foreign ae te ae OF WHAT COUNTRY? 


during most of working lite, even If retired) 
lerk Grocery Store 


13. FATHER’S NAME 14, MOTHER'S MAIDEN NAME 
Jessie Abernathy Sareh Randalls 


15. WAS DECEASED EVER IN U, S, ARMED FORCES? |16, SOCIAL SECURITY NO. |17. INFORMANT ‘Address 
(Yes, ne, oF unknown) {Hf yes, give wor or dates of service) 
no 272-01-1370A| Mrs, Ernest Abernathvedumber] and, Ma, 


18. CAUSE OF DEATH [Enter only one cause per line for (a}, (b), and (c}.] INTERVAL BETWEEN 


ONSE] io 
PARTI DEATH WAS CAUSED BY. Coronary Océlusion Sudden 


“e2o,/ DUE TO 
Conditions, if ony, which 


‘) 
Pa 


yy be rel 


File pages 1 9; 
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Coronary Sclerosis 


gove rise ta Immediate cave 
(0), slating the underlying( DUE TO 
couse lost, ie 
z PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINALDISEASE CONDITION GIVEN IN PART 1(l]19. WAS AUTOPSY 
~ Ml 
5 yes} NO 
© |200. EXTERNAL CAUSE WAS 20, DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury in Port | or Port il of item 1B. 
© J PRIMARY () or CONTRIBUTING O ‘ ce ane oe eee 
& | CAUSE OF DEATH. 
= ae 
3 [20c. TIME OF INJURY Month, Day, Year —[20d. INJURY OCCURRED [20e. PLACE OF INJURY (Home, Form T20h (City or tow) (County) (Store) 
S$ Hour a. m. While Not while foctory, street, office bidg., etc.) | 
Fy pm. 19 [ot work [1] of work ' 


21. I certify that | taak charge af the remains described abave, held an Autapsy [_], Inspectian RX Inquiry [ML and find that 
, Accident [], Suicide [1], Hamicide [7], Undetermined cause [[}. 


¢ 4 


death resulted fram: Natural causes 
i} 


DATE SIGNED 


Mp, CHIEF MEDICAL EXAMINER [] 


SIGNATI 
3 2 2 < ASSISTANT MEDICAL EXAMINER Oo P 
oses EXAMINER'S ¥ 
25ee NAME(ype) Benedict Skitarelic, M.D. DEPUTY MEDICAL EXAMINER I October 31, 1959 
2 2D © Zo. BURIAL, CREMATION, | 2b. DATE THEREOF Zac. NAME OF CEMETERY OR CREMATORY 2d. LOCATION (City, town, of county) (Stote) 
bags a aad ‘ ; 2 
2 Burial /2/59 Philos Western Ma. 


23, FUNERAL DIRECTOR'S By, ADDRESS 24a, REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
VS. AISME(S) West “ 
thee ernport, Ma, DATE gens . fee eS 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
20849 CERTIFICATE OF DEATH 


Reg. Dist. No. 
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Pages 1 and 2 shauld be filed with 


\ Cee oe C2 DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence befare admission} 
« COUNALLEGANY marvin || ° ST MARYLAND 8 COUNTY ALLEGANY 
b. CITY OR TOWN (If autside corporate limits, write ¢. LENGTH OF STAY IN 1b c. CITY OR TOWN {If autside carporate limits, write RURAL and give nearest tawn} 
RURAL and give nearest town) 0 
CUMBERLAND 32 DAYS ge CUMBERLAND 
de OF a — {IF not in hospitol, give street oddress) d. STREET ADDRESS e. IS RESIDENCE 
ON A FARM?. 
MORTAL HOSPITAL / 306 §. ALLEGANY STREET OE NO TS 
3. NAME i ic 
Neeiot First Middle Lost 4. DATE Month Day Yeor 
(Type ar print) ROBERT S. BARNES DEATH OCTOBER 3 1959 
5. SEX 6. COLOR OR RACE |7. MARRIED [NEVER MARRIED [] |8. DATE OF BIRTH 9. AGE (In years IF UNDER 1 YEAR] IF UNDER 24 HRS. 
al ithdoy) Month: 
MALE WHITE wipowed[] —_—siivorcep [] DECEMBER 28 5 yee oe ae 
10a. USUAL OCCUPATION ind of work done| 106. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during most of warking life, Aven if retired} 
RETIRED nee 5 ee MARYLAND UsSeA. 


13, FATHER’S NAME 14, MOTHER'S MAIDEN NAME 
RAYMOND BARNES EMMA SCHWARTZ 
15, WAS DECEASED EVER IN U: 5. ARMED FORCES? 16 SOCIAL SECURITY NO. | INFORMANT WARWICK & MEMORIAL AVENUE 
| — MEMORIAL HOSPITAL = CUMBERLAND, MO. 


Then pleose remave carbon papers, 


cate has been signed by the attending physician and campletely filled in by the funeral director, 


he haspital ar attending physici 


TOR: After this cer 


i: 


the registrar priar ta burial, cremation, ar remaval, and in any event within 72 haurs after death. 


page 3 should be detached far use as the burial-transit permit. 


may be retain 


& TO HOSPITAL O%@ATTENDING PHYSICIAN: The low requires that the death certificate be executed within 24 haurs af 
TO FUNERAL D 


2a 
Lend 


rr 
= 


1B, CAUSE OF DEATH [Enter only ane cause per line far (a), (b), end (c).] 
PART 1. DI ; : : 
RTI DEATH MEDIATE CAUSE (a) Myocardial Failure 
420] DUE TO 
Canditians, if ony, which wo Myocardial Fibrosis 


jove rise to i idiot 
gov ph eines tia 


(a), stating th der: . 
igfngesees ieee OG a Arteriosclerosis 


Parr Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THETERMINAL DISEASE CONDITION GIVEN IN PART 1(a}[19. WAS AUTOPSY 
yves(] No[X 


ation, Uremia, Diabetes Mellitus 
20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Port | ar Port Il of item 18.) 


eg BETWEEN. 


A 1b2: 
20a. ACCIDENT WAS UNDERLYING () 
OR CONTRIBUTING [J CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20e. PLACE OF INIURY (Home, form, | 20f. (City ar town} (County) (Stote) 
foctory, street, office bldg.. etc.) ! 
{ 


MEDICAL CERTIFICATION 


from____May. ee Be A 19.59, to_Octe 3, ae 4 19-59 that | last saw the deceased 


.., and that death accurred at2227."M, from the causes and on the date stated above. 
ADDRESS (Street, city ar tawn, stote) DATE StGNED 


MD) 2 SSPE TRO MRY Ae 


2db. REGISTRARS SIGNATURE 
Citten £ Kiana 


‘2da. REC'D BY REGISTRAR 


carQ@eT 6 59 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 10835 
. CERTIFICATE OF DEATH caiea eee 


fost birthdoy) 
yrs. 


Manths 


Male White WIDOWED] oivorceo L] |No ’ 


1c. USUAL OCCUPATION (Give kind af wark dane|10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stale or foreign country) 
during most of warking life, even if retired) 


Retired Machinist & OQ 


12. CITIZEN OF WHAT COUNTRY? 


in popers. 


USA 


Maryland 


13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 


*< re > 

8 3: 1. PLACE OF DEATH ~y ia 2. USUAL RESIDENCE (Where deceoted lived. If inition: Residence before admission) 

2 . s. °. b. COUNTY 

2 LAN! 

5 E Allegany Ligier Maryland 

£3 b. CITY OR TOWN (If outside corporote limits, wrile | ¢. LENGTH OF STAY IN Ib ©. CITY OR TOWN (If outside corporote limits, write RURAL and give nearest town) 
53 

3 s RURAL and give nearest town} i 

Megs Cumberland 1_year Cumberland 
2 eal d. NAME OF HOSPITAL {IF not in haspital, give street address) /d. STREET ADDRESS e. 15 RESIDENCE 
= £5 x ‘OR INSTITUTION j r ON _A FARM? 
Bs a ; 
3S . 454 Penns ania Aven yes 1] No 
2 

£5 3. NAME OF First Middle Fast 4. DATE Month Day Year 
% - ig ae ‘) fel 
tr ype or prin 
=e ALBERT HENRY BATIE October : 9 
ae 8. SEX 6. COLOR OR RACE |7. MARRIED] NEVER MARRIED [-] |B. DATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEAR| IF UNDER 24 HRS. 
° 
cy 
a 
E 
Oo 
& 
“ 
e 
5 
Ps 
5 
2 


5 
io + . 
Louis Batie _Emma ___ Funk 3 

£ ng WAS. cata led IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. INFORMANT 454aRPann. Ave hue 

ecmteueirernie? 4M pahgeaioaonoae aeavinn A 
& a se < 4 Cumbérland, Maryland 
e -09- 
3 1B. CAUSE OF DEATH [Enter only one cause per line for {9), (b). and (c)- INTERVAL BETWEEN 
a PART |. DEATH a chins BY: a ee S a a se ain Le 
F IMMEDIATE CAUSE (0) Z Ze = | ices Oo 
Fe 


DUE TO 


Canditions, if ony, which oe os reba a Pov Jpcecrorfoe Or oe A-yes_ 


gove rise to immediate 
cavse (0), stating the under- ( CUETO 


-transit permit. 
the registrar prior ta burial, cremation, or removal, and in any event within 72 hdurs ofter Yeath. 


The law requires thot the deoth certificate be executed within 24 hours afty 


OR: After this certificate has been signed by the oftending physi 


€ lying cause lost. rh 
2 é Paar I OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THETERMINAL DISEASE CONDITION GIVEN IN PART 1(o)]19. WAS AUTOPSY 
rs 9 
Gb < ves) NoO) 
ran = [200. ACCIDENT WAS UNDERLYING []__|20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 1B.) 
Seine, & | OR CONTRIBUTING L] CAUSE OF DEATH 
Zeee & | (UF EITHER, NOTIFY MEDICAL EXAMINER} 
Sots & ]20c. TIME OF INJURY Month, Day, Year [20d. INJURY OCCURRED | 206. PLACE OF INJURY (Home, form, | 20F. (City or tawn) (County) (State) 
+52 fal Hour 0, m. While Nat while factory, street, affice bldg., etc.} ! 
zs 3 z p.m, v jot work [] of wark [7] ; 
oa;2 . 4 q 
z = = 21. | certify thot | Fila ste the deceased fram. % 19,SS7thot | last saw the deceased 
2 3 é j i ° 
a 3 oe a eo ae oe pm Ss and that death accurred at_ Weak, fram the causes and an the date stated abave. 
E30 o ‘ADDRESS (Street, city or town, stote) DATE SIGNED 
< aS ACTUAL 2 5 — ae ‘3 ti October 31] 959¢ 
sale: SIGNATURE Cé- RR no, ALS Cee ne } 4 
ere 
aoa PHYSICIAN'S 
peas NAME (Type) lay E£. Durreti M_D, 
Fa 89° Mo. BURIAL CREMATION. 2b. DATE THEREOF Tic. NAME OF CEMETERY OR CREMATORY 2d. LOCATION (City, town, or county) (State) 
~S EMOVAL (Specify) 
ee a Oct. 31, 19599 Ros H metery mhe and, Maryland 
e 23, FUNERAL DIRECTOR'S SIGNATURE ADDRESS 24a. REC'D BY REGISTRAR | 24b. REGISTRAR’S SIGNATURE 
1 
a 
WS AIST oh John J. Hafer, Cumberland, Maryland pare NOV 2 ‘59 Cnn at Fine 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 1 Ne3r 
2.0853 MEDICAL EXAMINER'S CERTIFICATE OF DEATH 83H 


Reg. Dist. No. 


1A 


FOR STATE 
HEALTH DEPT. 


15. WAS DECEASED EVER IN U. S. ARMED FORCES? [16. SOCIAL SECURITY NO. | 17. INFORMANT i ag e : ; 
2) tye me erorinona) a ie wor ard of ad I" 09 fNéttierson Ave ; 


No _705=09=9517 


Mrs. Hilda Bealky Cumberland, Maryland. 


18. CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond (c).] 


PART 1. DEATH WAS CAUSED BY; 


/ UMMEDIATE CAUSE (0) Coronary sclerosis with thrombosis,right | Sudden _ 
YO, DUE TO 


Conditions, if ony. which (o)_ Coronary sclerosis «ss 


Gove rise 10 immediote coure 


1, PLACE OF DEATH 2, USUAL RESIDENCE (Where deceored lived. W inslitution: Residence before odmontion) 
2. COU ©. STATE b. COUNTY 
i Allegany MARYLAND Maryland Allegany 
x b. lin OR —— i earete corporete limits, write RURAL cc. LENGTH OF STAY IN 1b c. CITY OR TOWN (If outside corporote limits, wrile RURAL ond give necrest town) 
end gine Raores foun 
6 Cumberland Cumberland a, a 4 
Lae Oa d. NAME OF HOSPITAL OR INSTITUTION {If not in hospitol, give street mdien) = d. STREET ADDRESS / e. IS RESIDENCE 
oS 7 he? ON A FARM? 
ce a, & | 
zy@- '! |_DOA Memorial Hospital a 609 Henderson Avenue ves C]_ NOX 
Soe 12. be a - _— — : ae : 
8 a 2 3: beta oF First Middle Lost 4“. DATE Month Doy Yeor 
dete Wied George _ Lewis ___Bealky orem Weherers.. 84. -19 5a 
225 %. COLOR OR RACE |7. MARRIED EY 1 MARRIED [-]| 8. DATE OF #1RTH 9. AGE tim yon [FUNDER 1YEAR] IF UNDER 24 HRS. 
ie elias: Month H in. 
ex White wow] _oworcto 1} | Sept 16,1908. ieee ele 
ped S= 100, USUAL OCCUPATION (Give Kind of work done| 106. KIND OF BUSINESS OR INDUSTRY 2 Geriiace (Stote or foreign country) 2. CITIZEN OF WHAT COUNTRY? 
a ree during most of working life, even if retired) 
hc Machinist helper PeOLRSRe Se 1 Meryiend = s Use ee 
3% 13, FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
28; | Bernard Beaty 
» ~ = 
2 
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2 
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my 


‘* in pencil in Item 18. Give Poges 1, 2, and 3 te the funeral d 


NAME (Type) 
Tio. BURIAL. rere Ee “DATE THEREOF 


“Buriat” [10/5/s9__ 


23. FUNERAL DIRECTOR'S SIGNATURE 


_ Benedict Skitarelic, M.D. DEPUTY MEDICAL ExAMineen CX October 3 1,959 ¥ 


22d. LOCATION (City, town, or counly) (Stote) | 


ac, NAME OF CEMETERY OR CREMATORY 


or its designoted agent, prior to buriot. cremation, or removol, and in any event wit! 


€ 
o 
a 
Fe 
2 
% 
3 (0), stoting the un gi DUE TO 
nat) couse lost, ©). 
€ Se ——————————— SS = eee ee a homemade hae ate =, 
2o8 PART I, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(o)|19. Was AUTOPSY — 
Sup 4 va nn ORMED? 
c- wz YES NO 
83% = fea esc 
SE 200, EXTERNAL CAUSE WAS 20. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury'in Port } or Part I of item 18.) 
3 aietneae reo 
i) 
° C4 J 
so3 — 2. ————_ ss " ae : 
aie 2c. TIME OF INJURY Month, Doy, Yeor | 20d. INJURY OCCURRED | 20c. PLACE OF INJURY (Home, form. 120. (City or jown) (County) (State} 
ae 
E05 Hour 9. m. White Nol white factory, street, office bidg., etc.) | 
Dey pm. Wy at work [-] ot work 
££ 5 : e 2 5 : 
= 38 21. Vcertify that | took charge of the remoins described obove, held an Avtops |, tnspection Inqui ond in m 
520 a quiry i 
o3s opinion deoth resulted from: Noturol couses 2.4 Accident [[], Suicide [[], Homicide {1 Undetermined monner (J 
a . 
S ’ { 
Renate ial y. mip, CHIEF MEDICAL Examiner (J by 
6 2 ASSISTANT MEDICAL EXAMINER [] 
< } EXAMINER'S 
oa oo 
s 
z 
J 
z 
o 
~ 


ADDRESS ‘24o. REC'D BY REGISTRAR 


VS. AISME 
SMA 2/57 


Ruth E, Silepx Cumberland Maryland pale OCT 6 '59 


File pages 1 and 2 with the registrar prior ta burial, cremotion, 


MINER: This certificate shauld be executed w 
le Chief Medicol Examiner's Office along with form PM3. Poge 5 moy be retoined for your file: 


CTOR: Poge 3 should be used as o buriol-tronsit permit. 
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MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


Pen MEDICAL EXAMINER’S CERTIFICATE OF DEATH ee. Les 
ats eg. Dist. No. 
PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before odmiuion) 
+g COUNTY Allegany Pro estate Maryland b.couny Allegany 
[7 b. CITY OR TOWN jit ouside corporate Fimin, write RURAL [c, LENGTH OF STAY IN Ib || _c. CITY OR TOWN (If outside corporote limits, write RURAL ond give neorest town) 
‘ond give nearen! town) 
Cumberland 3 days Cumberland 


d. NAME OF HOSPITAL OR INSTITUTION (If not in hospital, give street address) d. STREET ADDRESS. @, IS RESIDENCE 
Memorial Hospital | 735 Oldtown Road vs L] NOLE 
3. NAME OF Fint Middle last 4. DATE Meath Doy Year 
peer WILLIAM HENRY BOWERS Siam October 14 id 
5. SEX 6, COLOR OR RACE }7. MARRIED [} NEVER MARRIED [_}| 8. DATE OF BIRTH 9. AGE ae 1F UNDER 24 HRS. 
wipoweo [¥ oivorceo J March 4, 1873 Be oe Won Deyn: icc ies 
Wa, USUAL OCCUPATION {Give kind of work done] 10b, KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (State or foreign country) 2. CITIZEN OF WHAT COUNTRY? 
‘Revived ape oe Store Manager Bloomery Furnace, West Virginia USA 
13. FATHER’S NAME 14, MOTHER'S MAIDEN NAME 
John Bowers Betty Furrel 
15, WAS DECEASED EVER IN U. S. ARMED FORCES? [16, SOCIAL SECURITY NO. |17, INFORMANT x 
no irs. Hugh W. Burke Cumberland, Marylabd 


INTERVAL BETWEEN 


18. CAUSE OF DEATH [Enter only one cause per line for (0), (b), and {¢}.} See eects 


PART. DEATH AM AOIATE CONTUSION OF BRAIN,S' 


SED B' 
IMMEDIATE CAUSE ‘e) 
oO 


i= Fay 
é 4s DUE TO 
Conditions, if any, which ol FALL DOWN STEPS te) Days 
gove rise ta immediote coure 
{9}, stoting the underlying( OVETO 
couse lost. = =e {c) 
PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART To]]19. WAS 3 AUTOPSY 
ves no) 
200. EXTERNAL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of iter 1B.) 
pRiMaRY Al of CONTRIBUTING C2 ; 
Fell Down Steps at Daughter's house-Harding, W.Vae 
20c. TIME OF INJURY Mooth, Doy, Year | 20d. INJURY OCCURRED _|20e. PLACE OF INJURY (Home, iy fot {City or town) (County) (Stote) 
Hour a, m, While Not whil factory, street, office bldg. 5 hire 
pen tii sa7a sad 0. Oe See atome | Harding, West Virginia 


21. I certify that | took charge of the remains described above, held an Autopsy [XJ, Inspection [J Inquiry [), and find that 
death resulted from: Natural causes fa], Accident J, Suicide [], Homicide [], Undetermined cause []. 


ACTUAL ) DATE SIGNED 
Be mp, CHIEF MEDICAL EXAMINER [} 
ASSISTANT MEDICAL EXAMINER [1] 

EXAMINER'S, 

Name(yee) Benedict Skitarelic, M.D. _DéurYmevicalexamneRY October 14, 1959 
Ro. REMOVAL (Specify) 2%. DATE THEREOF Zc. NAME OF CEMETERY OR CREMATORY Zid. LOCATION (City, town, or county) (Stote) 

pec ‘ a 
Burial 10/18/59 Eliins, West Virginia 

23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS: ‘da, REC'D BY REGISTRAR | 24b. REGISTRARS SIGNATURE 


John J. Hafer, Cumberland, Maryland oarCT 1 6 '59 an f 


md 


erol director, 


icoth: Poge 4 
Poges 1 and 2 should be filed with 


in 


Py 


After this certificote hos been signed by the ottending physicion and completely filled in by th 


of, 


permit. Then pleose remove corbon popers. 


¢ hospitol or ottending physician. 


letached for use os the buriol-tran: 
the registrar prior to burial, cremation, ar removal, and in ony event within 72 hours ofter deoth. 
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MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 1 ( 8 3 
CERTIFICATE OF DEATH . 


Reg. Dist. No. 


1, PLACE OF DEATH 


2. Ue RESIDENCE (Where deceased lived. If institution: Residence before odmisston) 
. COUNTY 


‘STATE 

Allegan MARYLAND |" Maryland » COUNTY Al legany 

b. CITY OR TOWN {If outside corporote limits, write [ c. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
RURAL ond give neorest town) 

Frostburg life time Frostburg 22 


d. NAME OF HOSPITAL (If not in hospital, give street address) d. STREET ADDRESS. . 1S RESIDENCE 
OR INSTITUTION ONA Nat 


Sand Spring Sand Spring ves) N 
3. NAME OF First Middle lost 4 ib io” Doy Yeor 


twee ore) §—-s CLARA MICHAELS | BRODE Beam 2 19 BQe 


4 
5. SEX 6. COLOR OR RACE | 7. MARRIEQK] NEVER MARRIED [7] | 8. DATE OF BIRTH 9. AGE = yeors [IF UNDER } YEAR] IF UNDER 24 HRS. 
oF, eee Months} Doys | Hours] Min. 
Feitale White |woowt)  ovorceoQ) | 2-4-1887 


10a, USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY 
during most of working life. even if retired) 
Housewife Own home Frostburg U.S.A. 


1}3. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 


Edward Michael Margaret McBride 
15. Was ces aaa U.S. ARMED Eee 16. SOCIAL SECURITY NO. | 17. INFORMANT Address EFPOS tours + hd. 
ja. gosaetetnecay "RE sek give wer a atte el sacl 
No None Mrs. George Phillips, Sand Spring, 
1B. CAUSE OF DEATH [Enter only one couse, ine for (0). (). ond {o).] . INTERVAL BETWEEN 


PART |. DEATH WAS CAUSED BY: ONSET OE 
IMMEDIATE CAUSE (0 


Xf x DUE TO x 
Conditions, if ony, which i Ash oie ‘ 


gove rise to immediote 
couse (0}, stoting the under- { DUE TO 
lying couse lost. (c). 


Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART (0) ]19. SASL 
Mt 
yes N 


200. ACCIDENT WAS_UNDERLYING (] 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port { of item 18.) 
OR CONTRIBUTING [J CAUSE OF DEATH 
(If EITHER, NOTIFY MEDICAL EXAMINER} 


20c. TIME OF INJURY Month, Day, Yeor |20d. INJURY OCCURRED | 20e. PLACE OF INJURY [Home, aa 1 20F (City oF town) (County) (Stote) 
Hour o. m. While Not while foctory, street, office bldg., 
p.m. W lot work [] ot work [] i 


21. 1 certify - oe the APS from. fe wD to, 
alive on Z hom . and that death accurred at_2.4s M, fram the causes and on the date stated above. 


Be. eee. FILMS. oa 


PHYSICIAN'S NE ce 
NAME (Type) ay D Hee A {Y]1 Dia fam 22 treet 
ee SS EE es 2 oe A: 
Zo. BURIAL, CREMATION, | 220. DATE THEREOF @e NAME OF CEMETERY OR CREMATORY 72d. LOCATION (Ci ; (Store) 
REMOVAL (eect ‘ 
Hansel Cemete Frostbu id 


ee PUNERAL DIRECTOR’ oe se - 24a, REC'D BY REGISTRAR 2b, REGISTRAR'S SIGNATURE 
afer FunéP8i Home Ms 
publ, A % g DATEQCT 2 9 '99 Cnthan £. ie 


MEDICAL CERTIFICATION 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
28853 CERTIFICATE OF DEATH 


10839 


a 


ae 55 Reg. Dist. No, 
& 4D vo “hy 1k oe Bou a USUAL RESIDENCE (Where deceased lived. If institution: Residence before odmission) 
So oo a. 3. E b. CO 
= oh y \ 5 aan mana || Vary land aYiegany 
=< sa? ; b. CITY OR TOWN (If outside corporate limits, write | c. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (IF outside corporote limits, write RURAL ond give nearest town) 
3 & 2 RURAL ond give neorest town) a, 
2 mber land BOy Cumberland 
S d. NAME OF HOSPITAL (If not in hospitol, give street oddress} , d. STREET ADDRESS e. IS RESIDENCE 
ing x OR INSTITUTION q a ON A FARM? 
= IIQ South Street IIO South Street ves] No fi 
i 3. NAME OF First Middle lost 4. Date Month ee 
3 (ype or prio) Oliver Franklin Brown can I0 - & - 19 59 
ty 5. SEX 6. COLOR OR RACE |7. MARRIED ES] NEVER MARRIED [-] | 6. OATE OF BIRTH 9. AGE (In yeors [IF UNDER | YEAR[IF UNDER 24 HAS,” 
= lost birthdoy) [Months] Days | Hours Mi a 
M W wiooweo] pvorceotO | Oct, 30, 1870 | § ¥ m , 


Wo. USUAL OCCUPATION (Give kind of work done|10b. KIND OF 8USINESS OR INDUSTRY |11. BIRTHPLACE (Stole or foreign country} 12. CHIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) : ian 
Retired e & Cleaner Clothing | Troft Valley ,Pa. USA Es 


13. FATHER’S NAME 14, MOTHER'S MAIDEN NAME x 4 
Brown Lavina McMullen 


0 
15. WAS DECEASED EVER IN U, S. ARMED FORCES? |16. SOCIAL SECURITY NO. | 17. INFORMANT Address 
(Yen. no, oF vekaown), {IF yes. gee wor or dates of rermicel, 
: , 
e None James Wright JIO South St 


18. CAUSE OF DEATH [Enter only one couse per line for (0), WI ond, 
PART 1. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (o} d 

ve we DUE TO 


Conditions, if ony, which o 
gove rise to immediote 

couse (0), stoting the under- (OVE TO 
lying couse lost. e 


Pant Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)| 19. pa Cle 
ves] No fy 


200. ACCIDENT WAS_UNDERLYING 1) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port I of item 1B.) 
OR CONTRIBUTING [) CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


ter death. 


ficate be executed within 24 haurs aft 


EE oe ne 


Then pleose remove carbon popers. 


that the death certi! 


fires 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED  [20e. PLACE OF INJURY (Home, form, | 20F. (City or town) (County) (Stove) 
Hour 0. m. While _ Not while Foctory, street, office bldg., ete.) ; 
jot work ot work 


, cremation, or removal, ond in ony event within 72 
MEDICAL CERTIFICATION: 


H 
H 
_£& NESTS, 19.2 Ahat | last saw the deceosed 


JOR: After this certificote hos been signed by the ottending physicion ond completely filled in by the 


the hospitot or ottending physicion. 
be'detoched for use os the burial-transit permit. 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requ 


3 tits M, fram the causes and an the date stoted above. 
= foe {Street city or town, stote} ; Es SIGN! 
oF <4 {Res 
aes 
sass 6 /| |nawigs Clay E. Durrett 26 Virginia Ave. 
3 a >? 720. BURIAL, CREMATION, ‘2b. DATE THEREOF ‘22c. NAME OF CEMETERY OR CREMATORY 72d. LOCATION (City. town, or county) (Stote} 
32 Bs “pire | 10-6- 59 [Hillcrest Burial Park| Cumberland, Md. 
ee <i 23, FUNERAL DIRECTOR'S SIGNATURE 24a. REC'D BY REGISTRAR | 24b. REGISTRAR’S SIGNATURE 


AQORESS “ 
Cumberland ,Md. 
Ten 10/57 . James !. Scarp i 7 oATE ET 8 '59 Onttun B Fain 


1 MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 ; 
KR NOL CERTIFICATE OF DEATH 10849 


Reg. Dist. No. 


~ ge 
> ao Mw 1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If instituions Residence before odmission) 
2 i °. b. COUNTY 

aa ALLEGANY ‘Heupend 4 " MARY LAND ALLEGANY 

= Be : B. City OR TOWN iIf outide corporate limite, write Te. LENGTH OF STAYIN 1b ¢. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 

2 5 s yee fond give neorest town) 4 : 

eae NPORT (7-3 WESTERNPORT 

De? ‘d. NAME OF HOSPITAL [If not in hospitol, give street oddress) d. STREET ADDRESS Is RESIDENCE 
~ x OR INSTITUTION: f . A FARM? 
3 420 MARY LAND AVE. 20 lARY LAND AV] eo BS) Sg 
5 3. NAME OF Fit Middle lost 4, DATE Month Doy Year 
3 (Type or print) LEONORA L. BURNS beth OCTOBER 26, 1950 
8 &. COLOR OR RACE 7. MARRIED (C] NEVER MARRIED [| 8. DATE OF BIRTH 9. AGE (In years [IF UNDER TYEAR]IF UNDER 24 HRS. 
= lost birthdoy) [Months] Doys | Hours] Min, 
5 WHITE _|woowen() _ovorceoO} | JULY 25,1905 54 
gy 0e. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY 11. SIRTHPLACE {Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
gs during most of workin ihe On” it retired) ‘ 
es HIEF OPE C & P TEL. CO.| PIEDMONT, W.VA. U.S.A. 
a3 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
8 
Ce WILLIAM F. BURNS ELIZABETH STUDD 
oF "> fig WAS DECEASED EVER INU. 5, ARMED FORCES? |i, SOCIAL SECURITY NO. ]17. INFORMANT Address 
§ bs I Tes, 90. x aa {It yer, give wor or dates of perc | 4 a ‘ 
ca 10-1159 |iiRS._FRA ON, WESTERNPORT, MD, 


INTERVAL BETWEEN 


Abas DEAT 


18. CAUSE OF DEATH [Enter only one couse per lige for (0). (6). ond (c)-} 
PART |. DEATH WAS CAUSED 8Y: “7, 


IMMEDIATE CAUSE {0} 


Then 


cate has been signed by the attending physicion ond completely filled in by 


3 
re 
$ DUE TO ty 
ee Conditions, if ony, which re Mew 
Es ove © immediote 
ges couse (0), stoting the ynder. ( DUETO 
e=sB lying couse lost, to 
335° ie Past il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART (0) |19. WAS AUTOPSY 
Boni Sae Q ek aiiindinaia Sale PERFORMED? 
- 4 
430 5 O i ves] nog 
eo3s © [200. ACCIDENT WAS UNDERLYING [| 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18.) 
Bs = & [OR CONTRIBUTING CT CAUSE OF DEATH 
BaD. & | (IF EITHER, NOTIFY MEDICAL EXAMINER 
See uJ 
= = i 
85 & [20c. TIME OF INJURY Month, Doy, Year ] 20d. INJURY OCCURRED | 20e. PLACE OF INJURY fHome, farm, | 20F. (City or town) (County) (Stote} 
aes 6 While Not while foctory. street, office bldg., etc.) | 
rE 3 jot work (J of work [1] ‘ 
eb tee 
Beus to... £0 othe 19 ithot | last sow the deceosed 
eeolits h dove SIAM, trom th 
eg BB foth occurred of @_1/¥_ AV rom the couses and on the date stoted above. 
2630 ADDRESS (Street, city or town, stote) DATE SIGNED 
meee 
zr) ACTUAL ¢ » 
- SIGNATUR J M0. cet Nok ah As pees, Oe, 
BB 5 PHYSICIAN'S , 
eS NAME (Type)_P H Mie D ---MATN ST, KEYSER, W.VA, 
S2°°R lo. BURIAL, CREMATION, 7b. DATE THEREOF Zac. NAME OF CEMETERY OR CREMATORY Z2d. LOCATION (City, town, or county) {Stote} 
>> ht ecify ‘ id : 
BR ge BURTA OCT.29/59 | ST.PETERS CEMETERY | WESTERNPOR MD 
. 23, FUNERAL DIRECTOR'S SIGNATURE ‘ADDRESS 2éa. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
ts 4 


sae ZA Teed Zod, |: PIEDMONT, W.VA oare OCT 27°59 | Cutten fH 


eoth: Poge 4 


a 
= 


~ TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificote be executed within 24 haurs a! 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 10 
N94¢ CERTIFICATE OF DEATH 


J 


Reg. Dist. No. 


ONSET AND DEAT! 


PART |, DEATH WAS CAUSED 8Y: 
IMMEDIATE CAUSE (o} 


Ye DUE TO 


ee ‘ he 
8 = 4 1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before odmission) 
3 a a. COUNTY, 9, STATE y b. COUNTY 
S A ‘Allegany MARYLAND Maryland Allegany 
Se b. CITY OR TOWN (If outside corporote lit write | ¢, LENGTH OF STAY IN Tb c. CITY OR TOWN [if outside corporote limits, write RURAL ond give nearest town) 
a4 RURAL ond give neorest town) li 
ee Midlothian life time x “idlothian 
e 2 d. NAME OF HOSPITAL (If not in hospital, give street address) fd. STREET ADDRESS e. IS RESIDENCE 
=_ OR INSTITUTION ON A FARM? 
ae aA vest Not] 
= 5 3. NAME OF First Middle tow 4. DATE Month Day Yeor 
2% (Type or print) MARGARET GECIL DEATH 10 28 19 O96 
=o S. SEX 6. COLOR OR RACE |7. MARRIED [] NEVER MARRIED [-] |8. DATE OF oIRTH 9. AGE {19 yeor IF UNDER 1 YEAR] IF UNDER 24 HRS 
. loy) i 
a. F W wivowenf] —ovorceo] | e~eO~1879 hi we 
2s 
ea 10a. USUAL OCCUPATION (Give kind of work done| 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY 
$2 ___ during most of working life, even if retired) # 
Re -pHousewife Own home Mineral County, W.Va. U.S.A. 
2 3 VA FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
38 I 
¢ Frank T. Smith Rebecca Leatherman 
° S. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. 117. INFORMANT Address 
& Tes, no, oF unknown}, (it yes, give wor or dotes of service), os 
2 No | "None _ None William Cecil, Midlothian, Md. 
2 1B, CAUSE OF DEATH [Enter ‘only one couse per line for (0). (b), and {c)-} INTERVAL BETWEEN 
a 
3 
§ 
= 


Conditions, if ony, which rs 
gove rite to immediote 
couse (0), stating the under. ( OVE TO 
lying couse lest. (2). 


Part Hl. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART No} 


19, WAS AUTOPSY 
PERFOR! 


ERFORMED; 
Yes] NO 
200. ACCIDENT WAS UNDERLYING (1. 20b, DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Part ! or Port Il of item 18.) 
OR CONTRIBUTING Ci CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c, TIME OF INJURY Month, Doy, Year [ 20d. INJURY OCCURRED | 20e, PLACE OF INJURY (Home, form, | 20f, (City or town) (County) (Stote) 
Hour a. m, While __ Not while factory, street, office bldg., etc.) ! 
p.m. 1 fot work [J] ot work [J] Z 
fe} 


i 
4 = = 
21. | certify i 11 pllended the deceased from. Qat Lb. Gt. fv g ZEB. FF rn | last aw the deceosed 


Zz 
Q 
= 
< 
o 
< 
= 
& 
fed 
ts) 
=z 
v 
e 
= 


|, cremation, or remavol, and in ony event within 72 hours ofter death. 


After this certificate hos been signed by the attending phys! 


the hospital ar o 


® o 
olive on_ AG iatmn ,124_F_, ond thot deoth occurred ot 24 ZAM, from the couses‘ond an the date stoted above. 
J) ADDRESS (Street, gi wn, shote) DATE SIGNED 
ACTUAL 5 ; Z 
SIGNATURE. HYVAL AL) © Ps Lhe Tem, PAT [1OCCF 


5 SB) 
monies JA) (7 IDE Aa ESE! EAM dL 


72d, LOCATION (City, town, or county) 


220. BURIAL, CREMATION, | 22b, DATE THEREOF 
Tiel (Specify) 
iria 0-30-59 2 ostb g d 


23. FUNERAL Dik TORS, SIGNATURE Hafer Puls 1 Home ‘2a, RE Dey EGISTRAR | 24b, REGISTRAR'S SIGNATURE 
ee V, LS Np tee 23 EB. Main ostburg, atpa NOV 2 '59 Clittun £ FGaus 


page 3 should beldetached far use os the burial-tronsit permit. 


may be retoi 
the registrar prior to buriol 


TO FUNERAL DI 


& 
ba 


a 


3 
¢ 
3 
6 

2 
x 

a 

= 

= 
3 
oe} 

2 
5 
3 
8 
x 
8 
0 

) 
=: 
3 
& 

EY 
i 
ty 

a] 
e 

= 
] 

= 
3 

By 
e 
= 
x 
4 
° 
= 
= 
z 
< 
y 
a 
= 
= 
a 
oO 
Zz 
a 
Zz 
a 
fet 


TO HOSPITAL O! 


} 
Ko Pages 


filled in by the funeral directar, 
dges 1 and 2 should be filed with 


—_ 


the haspital or ottending physician. 


may be retain 
TO FUNERAL 


‘OR: After this certificate hos been signed by the ottending physicion and cample 


for use as the burial-transit permit. Then pleose remove corbon pgp 


page 3 shauld be detach 


< 
& 
> 
a 
= 


the registror priar to burial, cremotion, or remavol, ond in any event within 72 hours ofter ded 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


Reg. Dist. No. 


10842 
CERTIFICATE OF DEATH ' © 
16903 5 Dis 


1, PLACE OF DEATH 2. ecg eC, (Where deceosed lived. If institution: Residence before admission) 


0. COUNTY ALLEGANY MARYLAND MARYEAND o COUNTY A GMNG ANY. 


b. CITY OR TOWN (If outside corporate limits, write |, LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town} 
RURAL and give nearest town) 


FROSTBURG 30 YRS. #o _FROSTBURG 


d. NAME OF HOSPITAL (If not in hospital, give street address) ,d. STREET ADDRESS e. IS RESIDENCE 
ON A FARM? 


OR INSTITUTION / 
129 MT. PLEASANT ST. Sem 


. NAME OF i Middl 4. DATE r 
DECEASED iddle lost Month Doy Yeor 


Cype or erin ROBERT E. CONNOR | Stamm ocr. 2, _19 59 
$. SEX 6. COLOR OR RACE |7. MARRIED [KX NEVER MARRIED [-] |B. DATE OF BIRTH 9. AGE es RI IF UNDER 24 HRS. 
MALE | WHITE — |wioweo pivorceoQ) | JULY Zee 1887 i 


Was USUAL OCCUPATION (Give kind of work done| 10b. KIND OF BUSINESS OR INDUSTRY | 11. SRTFLGee {State or foreign country} 12. CITIZEN OF WHAT COUNTRY? 
e Pee BYE ist “e Sie) life, even need 


ters er |CELANESE CORP. OHIO U.S.A. 
13, FATHER'S = 14, MOTHER'S MAIDEN NAME 
JOHN CONNOR MARGARET EWING 


15. WAS DECEASEDEVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. INFORMANT Address 


Se 21N=01-373 HAROLD CONNOR, FROSTBURG, MD. 


1B. CAUSE OF DEATH [Enler only one couse pe (0). (Mess ond . [Reese 
PART |. DEATH WAS CAUSED B - 
IMMEDIATE Cause (o)_“ T Fikn ue. CH Agise hs Vit 3 detifa 


tygtangs 
oT bay b DUE TO q 


Conditions, if ony, which iy e £ pa Ouag 2 p= 
pave tite fotimmedtew a jel - 7 = 
cause (a), stating the ynder. ( DUE TO 

lying cause lost. (c) 

Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(a)| 19. ny EN ea 
MON, Ez yes) No®. 

20a. ACCIDENT WAS _UNGERLYING 1) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Part I or Port Il of item 1B.) 
OR CONTRIBUTING CJ CAQSE OF DEATH 2 
(WF EITHER, NOTIFY MED! XAMINER) 


0c. TIME OF INJURY Month, Day, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, or 720. (City of town) (County) {State} 
Hour om. ‘ factory, street \office bldg., etc.) 


p.m. H 
2). | certify une | attended the deceased fram___<7_ AME 1946, o.. MIO 2, 19.5 Ahat | last saw the deceased 


alive an_. , and that death accurred atéa/ci 2M, from the causes and an the date stated above. 
ADDRESS (Street, city or town, stote) DATE SIGNED 


fouanee GG ee ns re ____BROADWAY 
NAME (type MARTIN ROTHSTEIN, M. 


229. BURIAL, Seem ie DATE THEREOF ‘Wc. ne OF CEMETERY OR CREMATORY 


BUNTAR™” [10-10-1959 


23. FUNERAL DIRECTOR'S SIGNATURE St. 2h, REC'D BY REGISTRAR | 24b, REGISTRAR'S SIGNATURE 


J. R. DURST, FROSTBURG, MD. pate OCT 13 '59 Cathar TC aaa 


MEDICAL CERTIFICATION, 


22d. LOCATION (City, = ‘or county) (Stote) 


_ MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 16 Sd 3 
19854 | CERTIFICATE OF DEATH. 


ond 


Reg. Dist. No. 


~ A 
a = 1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived. If institution: Residence before admission) 
os an MARYLAND b. COUNTY 
e< oe Aliegan Maryland egan 
€ ry b. CITY OR TOWN (If outside corporate limits, weite | c. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporote Tit, write RURAL and give nearest town) 
3 a RURAL ond ve neores! town) 
B52 Cumberland Lifetime 2 mber land 
aK 3 d. NAME OF HOSPITAL (ff not in hospital, give street oddress) ,» @. STREET ADDRESS e. IS RESIDENCE 
O * 7 9 Gg OR INSTITUTION / ON A FARM? 
S °/7T |D,0,A4.Memorial Hospital 21 Boone Street. : 
5 3. NAME OF First Middle fost 4. DATE Month Doy Yeor 
i DECEASED ci 
5 (Type or print) Re oe h ne op DEATH Oct : 5 19 
5 5. SEX 6, COLOR OR RACE |7. MARRIED PH NEVER MARRIED [-] |8. DATE OF BIRTH 9. AGE (In years [IF UNDER 1 YEAR| IF UNDER 24 HRS 
a Jost bicthdoy) [Months] Days Min 
wipowep [) ovorceo) |Feb. Sey I879g 80 yn. 


W 
10a. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. Tae (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) 
Housewife Cumberland, Maryland USA 


ed by the attending physician and campletely filled in by the Yunéral 


° 
= 
A 
2 
x 
a 
© 
£ 
= 
2 ¢ 
2 FBS, 
5 £ 
Fi £ 
2 weg 
© cv 
8 as 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
Ets 
2 oo 
8 2ez Peter Cosgrove Martha Judy 
ra a8 15. WAS DECEASED EVER IN U. S. ARMED FORCES? ]16. SOCIAL SECURITY NO. |17, INFORMANT ‘Address 
= § es Tet, no. or unknown) {UF yes, give wor or dates ot service) 
ae laewlyn Cope Cumberland,Md- (Son) ___ 
2 §fe ae M d,Md. (Son 
8 ge 18. CAUSE OF DEATH [Enter anty ane couse per line for {a), (b), ond (¢ INTERVAL BETWEEN, 
Ba) ay 
3 PART 1. DEATH WAS CAUSED BY: it SE AE oo 
2 ore IMMEDIATE CAUSE (0} ast = Le 
2 i= 3 cy 7 DUE To ay >> 
7 3 Fe 5 — 
ae S Conditions, if any, which an i a2? € pd) ne t= Pe AN 
Ff Eo gove rise ta immediote 
“SL tee couse (a), stoting the under { OUE TO 
aoe Came lying couse lost. te 
33852 ra Pant Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART “re Was AUTOPSY 
Ssof5 ) l= 
2usk od ves[] nota 
sao u 
x bf = 
* pos = | 200. ACCIDENT WAS UNDERLYING (J__[20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture af injury in Port | or Port Il of item 1B.) 
séie° & [OR CONTRIBUTING [J CAUSE OF DEATH 
eggs © | (iF EiTHER, NOTIFY MEDICAL EXAMINER) 
Yszss © [20c. TIME OF INJURY Month, Day, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, 1701 (City oF town) (County) (Stote) 
S52 es a Hour 0. m. Whil Net while factory. street, office bldg., etc.) 
Eog58 = 19 lot work [} of work ' 
=. 
eves Zz 
2 PhS. 21, 1 certi wi the deceased frome CL Z? to. Bex / <_, 19. SAhat | last saw the deceased 
B2<32 
8 eg 35 alive an_. 1. and that death accurred at_G AO, fram the causes and on the date stated above. 
F=63- ADORESS [Street, city or town, state) DATS SIGNED 
= So 
< = 
« 
°o a 
my ‘a 
< a 
Ha a 
rad ‘o> 
Q 2 
° 
° 3 
4 


r 
* eC uo, 226 LA. Core Lrcentorhel Tb /a9 
pl 

Oy 3 PHYSICIAN'S 4, 

oie | |_]NAME‘ttyp6) Clay E,Durrett _256 Virginia Ave. Cumberland,Mde 
33 << ‘Zc. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, or county) (Stote) 

> pecity 

cee eat 0-17-59 Waxler Cemetery Y 

2 es Dl fOR'S SIGNATURE 24a. REC'D BY REGISTRAR | 24b. REGISTRAR’S SIGNATURE 
ae vis Pe Searpelli Cumberland, Md. a OCT 20°59 

VS Al5 (4) ’ bate 0 then £ fe 
15M 10/57 \ ry 


et 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
CERTIFICATE OF DEATH 


10844 


Reg. Dist. No. 


tor, 


10915 


1, PLACE ae 


MARYLAND 


2 Cele ada ae {Where deceased lived. If institution: Residence before admission) 
a. 


3 


b. CITY OR TOWN {If outside carporate limits, write 


RURAL ond give neores! town) 


s 
leath. Poge 


ero} di 


i LENGTH OF STAY IN Ib 


Maryland * coun” Allegany 


c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 


1S. WAS DECEASED EVER IN U. 


(Yes, m0, or unknown) 


¢ ab 
. ARMED FORCES? |16. SOCIAL SECURITY NO. 
no 


| (Uf you, give war of dates of service) 


{ 7 
 < ip N Cumberland 2% _Rubal, near Cumberland 

d. NAME OF HOSPITAL (If not in hospital, give street address) yd. STREET ADDRESS , IS RESIDENCE 
3 yi OR INSTITUTION ‘ ON A FARM? 
§ 0 4, Box #72 Oldtown Koad Les eo 
eal 3. NAME OF First Middl Ll 4. DATE M Ye 
Beth irs iddle ast ar janth Day ‘eat 

or print) EATH 

: fest October 4 1959 
Z S. SEX 6 COLOR OR RACE |7. MARRIED [gk NEVER MARRIED [1] | 8 DATE OF e1RTH 9. AGE (In years [JF UNDER 1 YEAR] IF UNDER 24 HRS. 
i last birthday) [Months] Days | Haurs Min. 
3 M wioowep [) Divorced 75 
rs - 10a. USUAL OCCUPATION {Give kind of wark dane|10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE {State or foreign cauntry) 12. CITIZEN OF WHAT COUNTRY? 
3 £ during most of warking life, even if retired) 
3 LRe O Raijroad Maryland UBA 
oi 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
° 
8 asep a ee ay dia Moreland 
iy 
= INFORMA\ RU. 4gneBox #72 Otdtown 


Mrs. Bertha Crabtree Road, Cumberland, Md. 


18. CAUSE OF DEATH [Enter anly one couse per line for (0), (b), and {¢)-] 


PART I, DEATH WAS CAUSED BY: 
.. IMMEDIATE CAUSE (0) 


Z 


INTERVAL BETWEEN 
ONSET AND DEAT) 


Ge eK 


Se LOD w 


Ue Bis 


Condilions, if ony, which 


DUE TO 


gove rise to immediate 
cause {a), stoting the under- 
lying couse last. 


DUE TO 
{c) 


pA ES 2 5 


eee a 


Pat Ul. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEA 


The law requires that the deoth certifi 


BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{o)|19. WAS AUTOPSY 


Hour oo. m, 


p.m. 


While Not while 
jat wark [1] at wark 


Z 
Q 
= 
= 
3 
~ 
ie 
& 
tv] 
z 
ee 
Fay 
a 
= 


19 oO 


: After this certificate hos been signed by the attending physician and campletely filled in by the 


the haspitol or attending physicia 


TENDING PHYSICIAN: 


me 
‘OR 


ACTUAL 


PERFORMED? 
yes(] not] 
20a. ACCIDENT WAS UNDERLYING []__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Part | or Port I! of item 18.) 
OR CONTRIBUTING C] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER} 
120c. TIME OF INJURY Manth, Day, Year | 20d. INJURY OCCURRED [20e. PLACE OF INJURY (Home, form, | 20f. (City or town) (County) {State) 


faclary, street, office bldg., etc.) | 
t 


seeby 


nS 192 that | last saw the deceased 


the registror prior to burial, cremotion, ar remaval, ond in any event within 72 hou 


page 3 shauld be detoched far use as the burial-transit permit. 


2d. LOCATION (City, town, or county) 


Cumberland, Maryland 


{State) 


24a. REC'D BY REGISTRAR 2db. REGISTRAR'S SIGNATURE 


& 1 a i, OR tte A ET | Fale 
Ea 
x 2 Naneiang, Clay E. Durrett M.D. 2 
Fa 3 z Zo. REMOVAL (Speci ‘2b, DATE THEREOF 2c. NAME OF CEMETERY OR CREMATORY 
= i 3 . 
a eo Burial Oct 7, 1959 | Hillcrest Burial Park 
- 23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS: 
Vs Als (4) ohn J. Hafer, Cumberland, Maryland 


Pry 
= 
= 
& 


DATE Q B'59 Onitun Bt Krrsae 


1 MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


ye = 10855 MEDICAL EXAMINER'S CERTIFICATE OF DEATH, L545 


HEALTH DEPT. a macs ¢ or DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before ‘admiion) = 
o. COUN Allegany °. sat Maryland ». COUNTY A] lL egany 


B. CITY OR TOWN tt eutide corporate tin. write RURAL ¢. LENGTH OF STAY IN Tb €. CITY OR TOWN (If ovttide corporate limits, write RURAL ond give neorest town) 
‘and give neores! town) 
25 years ||\0 ~ Cumberland 


d. NAME OF HOSPITAL OR INSTITUTION (If not in hospital, give street oddress) d. STREET ADDRESS a “8 RESIDENCE 
5 _505 Decatur Street 
Middle lest DATE Month 
{Type or print) PAUL Seatu (e) ety 1 nis: 
5. SEX 6. COLOR OR RACE |7. MARRIED [} NEVER MARRIEOXJ| 8. DATE OF BIRTH 9. AGE Gwvcor JiR [UF UNDER IYEAR] IF UNDER 24 HRS. 
. feu virthdor) Months! Days | Hours | Min. 
Male White WIDOWED (] ovorceo) INov. 51904. 54m 


100. USUAL OCCUPATION (Gi: ‘ind of work “E KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) ha. CITIZEN OF WHAT COUNTRY? 


during most of working life, even if retired) 
Office Worker elanese Corp. Frostburg, Md. 


13, FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
John Dean Rose Bartolon 


1S. WAS DECEASED EVER IN U. S. ARMED FORCES? ie SOCIAL SECURITY NO. ]17. INFORMANT > Address 


Vex, ne. oF unknown} | It yas, give wor or dotes of tarvice) 1 7 10 4210 Mrs. P aul ine B eck Cumb er land, 


n 


If any delay is 


Nem 18. Give Pages 3, 2, and 3 to the funeral 


1 and 2 with the Stale Boa: 
72 hours ofter death. 


in 


it wi 


No 


18. CAUSE OF DEATH [Enter only one couse par line for (0), {b), ond (c).) F INTERVAL aetweetn 


ra iat wes cwsie at, CORONARY OCCLUSION _ ___F'suppen 
a20,/ DUE TO 


it ny, shih) CORONARY SCLEROSIS 
Ving the underiying PUETO 
couse los! a {el 


in ony event 


ong with form PM3. Page 5 moy be retained for ygur fil 


TO FUNERAL DIRECTOR; Page 3 should be used os o burial-tronsit permit. Fil 


ond 


PART It, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO D DEA’ ATH aut NOT “RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(o}[19. WAS AUTOPSY 
RFORMED? 


YES co no MX 
200. EXTERNAL CAUSE WAS 20b, DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Wl of item 18.) . 7 x 


PRIMARY [) or CONTRIBUTING (7 
CAUSE OF DEATH. 


20c. TIME OF INJURY Month, Doy. Yeor 20d. INJURY OCCURRED [20e. PLACE OF INJURY (Home, form, 120t, (City or town) (County) ~ (Stote) 
Hour 9. m. While e-wnile foclory, tHree!, office bldg., etc.) | 
pm. Dd ‘ot work ["] of work 


21. V certify thot | took chorge of the remoins described obove, held on Autopsy [], Inspection EG Inquiry ES and in my 
opinion deoth resulted from: Noturol couses inde Accident [[], Suicide [], Homicide [1], Undetermined monner [] 


t 
¢ 
ACTUAL / DATE SIGNED 
sittin <Acececl oct NheTeaale ) Mp, CHIEF MEDICAL EXAMINER [J 
ASSISTANT MEDICAL EXAMINER [7] 


EXAMINER'S: 


NAME (Type) _BENEDICT. SKITARELIL DEPUTY MEDICAL Boas x OCTOBER Swe 1959 


Tio. BURIAL, rl. DATE THEREOF Zc. NAME OF Cl athe 2 CREMATORY a; 22d. LOCATION (City, town, of county) (State) 


Burial” |Oct.20,1959|St. Michaels Cemetery| Frostburg, Md. _ 


23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS i. REC'D BY REGISTRAR ‘2b, REGISTRAR'S SIGNATURE 


Byron Kight Cumberland, Md. OCT 20°59 


Oo 


MEDICAL CERTIFICATION 


or its designated ogent, priar to burial, cremotian, ar removal, 


execute the c 


€ 
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‘so 
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a 
= 
a 
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DATE 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 { O84 5 
CERTIFICATE OF DEATH Spat 


fk hy ERR A 2. beet oe RESIDENCE (Where deceased lived. If institution: 
Ayre*: ALLEGANY maryiann || & STATE pe NNSYLVA NIA & COUNTY 


b. CITY OR TOWN [If outside: corporate limits, write | c. LENGTH OF STAY IN 1b 
RURAL and aR nearest town) 
UMBE! 


RLAND | DAY BEDFORD 


d. NAME OF HOSPITAL (If not in hospitol, give street oddress) d. STREET ADDRESS. e. Js Eye Bes 


OPINSEMORIAL HOSPITAL ve 0 NO GY 


. NAME OF First Middl Y 
NAME OF irs idle Month " ear 


(Type or print) (NEZ E. DICKEN OCTOBER 
S. SEX 6. COLOR OR RACE | 7. MARRIED [ NEVER MARRIED [7] | 8. DATE OF BIRTH ie 9. AGE (In yeors Ss ame 24 HRS. 


FEMALE WHITE wipowep [] —_—oivorceo [] JULY 30 188, ist ae 


yes. 
10a. USUAL OCCUPATION (Give kind of work done|10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote ar foreign er 12. CITIZEN OF WHAT COUNTRY? 


lACrin gh aiah at acucki ce: event eal 
*HOUsEWTFE PENNSYLVANIA U.S.A. 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
WILLIAM ROHRABAUGH WISE 
1g, WAS DECEASED EVER IN U. 5. ARMED FORCES? [16. SOCIAL SECURITY NO. [INFORMANT WL CK Agere MOR | 


10, oF unknown} UF yes, Cakes 2 ‘wor oF dates of service) WAR 
2. | ——a MEMORIAL HOSPITAL = CUMBERLAND, MAR 


mie CAUSE OF DEATH [Enter only one cause per line far.(0}, {b}, ond (c}.] INTERVAL BETWEEN 


(ONSET AND DEATH 
PART |. DEATH WAS CAUSED BY: lt, typge<e 
IMMEDIATE CAUSE (a} Cee C7 a 


“Lot DUE TO 
Conditions, if ony, which ) 
gove rise ta immediote 
couse (a}, stating the under. ( OUE TO 
tying cause lost. () 

Paar Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(o}[19. WAS AUTOPSY 


yess] no] 


jirector, 


Pages 1 ond 2 shauld be filed with 


, 


a] 
2 
6 
fe 

2 
© 

= 
es 

a 

= 

7° 

s 

= 

2 

= 
a 
13 
° 
8 

v 
ts 
6 
PS 

sc 

BE 4 
3 

= 
a 
D 

£ 

3 
e 

i] 

3G 
© 

= 
> 

z-) 
€ 

wa 
é 

2 
* 
8 

3 

= 
ry 

& 
Fy 
$ 

2 

3 
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: 
° 
a 
8 
fd 
a 
2 


papers. 
th 


‘ar 


basal 


Then please remove 


20a. ACCIDENT WAS UNDERLYING (] 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Part | or Port Il of item 18.) 
OR CONTRIBUTING [) CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Manth, Doy, Yeor | 20d. INJURY OCCURRED — [20e. PLACE OF INJURY (Home, form, | 20f. (City ar town) (County) (State) 
Hour 90. m. bile sk Baile foctory, street, affice bldg., etc.) | 
p.m. 19 lat work [] at work [J ' 
- ~ ~< 
21. | certify that | attended the deceased fram. _€2*E S$ _ WSF, to LEeX € 1957 that | lost saw the deceased 


alive ones _-, 19_ = £, and that death accurred atl. 1:30 'h, fram the causes and on the date stated abave. 
: ADDRESS (Street, city or town, stote) 3 SIGNED 
I ~ a ¢ > 
Seine Lh. C0 8 be Mle Lecwbcchel (Yb L9 
pymsician's «DR. CLAY E. DURRETT 


‘Zab. DATE THEREOF = ‘OR GREMATORY 72d. LOCATION (City, own, oyfounty {Stote} 


SSI 


Law. 
}. FUNERAL DIRECTOR'S SIG! DRESS R 2da. REC'D BY REGISTRAR 2ab. REGISTRARS SIGNATURE 
aie) s FGaua 
PF éu18 hte, (es by , joare @LT 9 '59 Oaths £ 


MEDICAL CERTIFICATION 


the hospito! ar attending physician. 


OR: 
poge 3 should be detached for use as the burial-transit permit. 


Cc 


the registror priar to burial, cremation, or removal, and in any event within 72 hagrs after 


XK... 
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25.4 
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seta 
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in pencil in tem 18. Give Pages 1, 


‘pending™ 


wded to the Chief Medical Examiner's Office alang with farm PM3. Page 5 may be retained for y 


te, writing the ward * 
TO FUNERAL DIRECTOR: Poge 3 should be used os 0 burial-tronsil permit. File 


Lad 


4 should be [ 
or its designated agent, prior ta burial, crematian, ar removal, ond in ony 


execute the ¢ 


TO DEPUTY MEOJCAL EXAMINER: This certificate should be executed 


VS. AISME 
5M 2/57 


} MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 j i 8 4 7 
/\ qf BhPICAL EXAMINER’S CERTIFICATE OF DEATH eA 1 
‘eg. Dist. No. the 
DEPT. 1 oe hal 2. USUAL RESIDENCE (Where deceosed lived. If institution: Residence before admission} 
° 
Allegany marviano || & STATE Maryland » COUNTY Allegany 
ii b. a cot) eel corporate hmits, write RURAL ¢. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (if outside corporote limits, write RURAL ond give neores! town) 
Cumberland, MX Barrellsville, Rt. # 1 Mt. Savage 
d. NAME OF HOSPITAL OR INSTITUTION {if not in hospito!, give street oddress) d, STREET ADDRESS e Ppa eS 
o77|\ m. 0. A. Sacred Heart Hosp. _Along State Rt. # 47 |yes No 
3. we o rst Middle Lest 4 Date Month Dey is 
it] 7 i 
i ial E Barn October __30 Woo 
6. COLOR OR RACE ]7. MARRIED KIKNEVER MARRIED [J] 8. DATE OF BIRTH 9. AGE tn yon iE UNDER TYEAR| IF UNDER 24 HRS. 
hite wioowen [J oworco | Oct. 11, 1910 § at Months| Doys | Hours | Min. 
100, USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |1). Rearteatce (Stote or foreign country) h2. CATIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) 
worker, Rodman Construction Little Orleans, Md. U.S. Aw 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
Henry D. Diehl Pearl E. Twigg 
e WAS. DECEASED be INU, S. (ial A 16. SOCIAL SECURITY NO. | 17. INFORMANT Addres: ~ 
YS ohes, [ours 1217-07-6736 Mrs. Anna. L. Diehl Rt. + 1 Wes ‘Savage ; 
V8. CAUSE OF DEATH [Enter only one coure per line for (0), (b), ond (c).] a Yana net : 
po B a eali tse yb Coronary Occlusion sudden 
ra DUE TO. 
Conditions, if ony. which (oL_ Coronary Sclerosis ------ 


gove rise to immediote cours 
lo), stoting the underlying( CUETO 
couse losl. Se 


PART tl, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Yo) 19. tee AUTORSY 
REFORMED’ 


onic Asthma oe Sabai 


200. EXTERNAL CAUSE WAS. 20b. DESCRIBE HOW INJURY OCCURRED. (Enter notuce of injury-in Part | or Port I? of item 18) 
PRIMARY CJ or EGNTRIBUTING o 
CAUSE OF DEATH. 


20c. TIME OF INJURY Month, Dey, Yeor [20d INJURY OCCURRED |2Ge. PLACE OF INJURY (Home, form, “| 20F. {City oF town) (County) ——s(Stoote) 
Hour 9. m, While Netachile factory, street, office bidg.. etc.) |. 
p.m. wv ‘ot work [J ot work H 


21. I certify that | taak charge af the remoins described abave, held an Autapsy [],  Inspectian{¥J, Inquiry {and in my 


opinian death resulted fram: Naturol cguses¥{X], Accident [], Suicide [7], Homicide [[], Undetermined manner Oo 
i 


MEDICAL CERTIFICATION 


DATE SIGNEO 


ee f Map, CHIEF MEDICAL EXAMINER (] 
ASSISTANT MEDICAL EXAMINER [-} 
EXAMINER'S, 
4 NAME (yee) Benedict Skitarelic, M.D, DEUTE MEDICA EAMINEEL _Ocbobex 30. 1959 > 
Re. RUG A CREMATION, Zab. DATE THEREOF =| 22c. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, or county) (toe) 
Burial 11/3/59 Davis Memorial Cemeteny Cumberland, Maryland 


123. FUNERAL DIRECTOR'S SIGNATURE ADDRESS 


ay) H. Wayne George Cumberland, Md. 


2do. REC'D BY REGISTRAR | 24b, REGISTRAR'S SIGNATURE 
OMOY 2 _'59 a Ce 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 MAS 
10858 CERTIFICATE OF DEATH me USES 


Reg. Dist. No. 
. PLACE OF DEATH 2. USUAL RESIDENCE {Where deceased lived. If institution: Residence befare admission) 


a. COUNTY 0. STATE b. COUNTY 
Allegany tamed Maryland Allegany 


b. CITY OR TOWN {If autside carporate limits, write | c. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporote limits, write RURAL and give nearest town) 
RURAL ond give nearest tawn) 


Cumberlaid 21 days | OQ Cumberland 


d. NAME OF HOSPITAL (If nat in hospital, give street address} f STREET ADDRESS I" 4$ RESIDENCE 
{e] 


oR Ne NLA FARM? 
acred Heart Wospital hSh Pine Ave ves C] NoCy 


pe First Middle Lost 4 a Manth Day Yeor 


(Type or print) Re Dorsey DEATH 10 181959 
5. SEX 6 COLOR OR RACE |7. MARRIED E] NEVER MARRIED [-] | 8. DATE OF BIRTH 9. AGE (In years [FUNDER 1} YEAR] IF UNDER 24 HRS. 
last birthday) [Months] Days | Hours , 
Male Colored |woowet — ovorceoO | 10-17-190h 55m 


0a. USUAL OCCUPATION (Give kind af work dane) 10b. KIND OF BUSINESS OR INDUSTRY |11, BIRTHPLACE (Stote ar foreign country} 12. CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) 
B he Own Resta D Marviand mb U.S.A. 


13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 


ohn Weslef Dorse Anna .P, Taper 
TS. WAS DECEASED EVER INU. S, ARMED FORCES? 16, SOCIAL SECURITY NO. INFORMANT 


{Yes, no, oF unknown) {IE yes, give wor or dates of service) . 
no -12-8511 Pt.8s Chart 
1B, CAUSE OF DEATH [Enter only one cause per line CE {a}, ¥ Ee BETWEEN. 


PART |. DEATH WAS CAUSED BY: 1D DEATH 
IMMEDIATE CAUSE {0} 


5 
at 6 O AK DUE TO . 
Conditions, if ony, which Re: 2 LQ 
gove rise to immediote 
IN 


a_i 


‘fiom Page 4 


After this certificate has been signed by the attending physician and campletely filled in by the funeral directar, 


r death. 


couse (o}, stoting the under. ( DUE TO 

plyingnce ures ort © 
Pant Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO SS ONDITION GIVEN IN PART L 19. WAS AUTOPSY 

yes] NO 


The law requires that the death certificate be executed within 24 haurs af 


the haspital ar attending physician. 


20a. ACCIDENT WAS UNDERLYING 17 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | or Port Il of item 18.) 
OR CONTRIBUTING (] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Doy, Yeor |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20F. (City or town} {County} {Stote) 
Hour 0. m. While Not while foctory, street, office bldg., so 
p.m. jot work [] ot work 


9 
Cf 
21. | certify that | attended the Pics aed Li. ss Ww. “A ET 10d. OEy. =A Z)_., 1% 2 Ahat | lost saw the deceased 
f--. an 


MEDICAL CERTIFICATION, 


alive on death accurred ai =PM, fram the causes dnd an the date stated abave. 


ATE SIGNED 
ACTUAL & 


SIGNATURE > 


eels) 5 HW MGs LST 


22a. BURIAL, Chem A Ven. Te rel Ae ied 2c. N. halon CEMETERY OR CREMATORY | “Td. LOCATION tay, town, or county) (Stote} 


TENDING PHYSICIAN 


‘OR 


bad 


ine 


REMOVAL (Sp 
Burial Od so ial Wood a mb and, Ma and 


23. FUNERAL DIRECTOR'S SIGNATURE ‘ADDRESS s oa. REC'D BY REGISTRAR 2db. REGISTRAR’S SIGNATURE 


ohn J. Hafer DATECT 2 6 '59 Onitun S Kine 


page 3 shavld be detached far use as the burial-transit permit. Then please remave carban papers. Pages 1 and 2 shauld,be filed with 


may be retai 
TO FUNERAL DI 
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TO HOSPITAL O! 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


= 
\ 


DUE TO 
Conditions, i any, which Laeger neta LR: Ahn 


gove rise to immediole 


couse {0}, stoting the under- ( CUETO 
lying couse lost, wrk 


The low requires that the deoth certi 


Or Rn = 


—_ iw) a | last saw the deceased 
lige On Mf GF eeeae, eS alee SO0A_M, from the causes and an the date stated above. 


SIGNATURE Oe 


’ 
. 10849 
eas 10859 CERTIFICATE OF DEATH athe MO 
(a Be 3 1, PLACE OF DEATH 2, USUAL RESIDENCE (Where deceoned lived. If institution: Residence before admission) 
2 i4a4 \ °. 0. b. COUNTY 
Ss MARYLAND 
3 Mi LLEGANY "MARYLAND ALLEGANY 
= 3 b. CITY OR TOWN (If outside corporote limits, write | c, LENGTH OF STAY IN 1b c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
g 5 RURAL ond give negres! town 
x UMBERLAND 11 DAYS > LITTLE ORLEANS 
Mo 8 d. NAME OF HOSPITAI tol, ss 7d. STREET ADDRESS 715 RESIDENCE 
3 =" o6 ORINSTTUTION ~MEMOR TAL HOSP TRE? / * ON AFARM? 
et Ses MEMORIAL & WARWICK AVES., ves 1 Noo 
o ef 
z, ald }. NAME OF First Middle Last 4. DATE Month Doy Yeor 
eo DECEASED OF 
& 2; {Type or print) GRACE M. FLETCHER DEATH OCTOBER 2h is 59 
canis 
= ea : 6. COLOR OR RACE |7. MARRIED [_] NEVER MARRIED [1] |8. DATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEAR] IF UNDER 24 AKG. 
>; 2 lost birthdoy) [Months] Days | Hours | Min, 
2 ae wiooweo (4 —svivorceo] | NOV. 6 Ths. 
2 € as 100, USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11, BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
2 pee during most of working life, even if retired) 
g 835 — 
BBs MARYLAND U,S.Ac 
e S85 13. FATHER'S NAME Ta, MOTHER'S MAIDEN NAME 
a ce 5 
2 88 JAMES ADAMS GENEVA MC KEWEN 
= Bo TS, WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. | INFORMANT Address 
a € {¥es, no, of unknown) (IF yes, give wor or dates of service) 
ee | Charles Fletcher Cumberland Md. 
28 1B. CAUSE OF DEATH [Enter only one couse per line for (0), aoe ond oe INTERVAL BETWEEN 
270 PART |. DEATH WAS CAUSED BY. ONE ra 
os =) IMMEDIATE CAUSE (0) al DCt ee —<$ r 
fe oad, 
= 
Ee} 
3 
2 
oe 
ys 
Be 
x vA Part Ul. OTHER SIGNIFICANT Se CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART T{o}|19. WAS AUTOPSY 
25 Q PERFORMED? 
2 
£¢ ie) = yes] No 
=e © |200. ACCIDENT WAS UNDERLYING []__| 206. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 1B.) 
ee & | OR CONTRIBUTING LI CAUSE OF DEATH 
28 & | (iF (THER, NOTIFY MEDICAL EXAMINER) 
os G [20c. TIME OF INJURY Month, Day, Yeor | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20F. (City or town) (County) (Stole) 
5? 3 bee? Suan hag ces evenantte foctory, street, office bldg., etc.) ! 
sez = p.m. jot work ‘ot work 
$s 
2z 
fe 
=o 


DORESS (Street, city or town, stote) DATE SIGNED 


Fb. lo20say 


TENDING PHYSICIAN 


So 


poge 3 should be detached for use os the burial-transit permit. 


the registrar priar to burial, cremation, ar remaval, and in any event within 72 hour: 


Ora ] 
25 PHYSICIAN'S 
Ses mented) See Ae ee eo Sky, Be a! |g, eee > ee ea ee ee 
#8 z 720. BURIAL, CREMATION, | 22b. DATE THEREOF Zc. NAME OF CEMETERY OR CREMATORY 2d. LOCATION (City. town, or county) (Stote) 
4 a2 REMOVAL Pn } 0 

€ 226.59 e 

e 

Cae 23. FUNERAL DIRECTOR'S SIGNATURE 2da. REC'D BY REGISTRAR | 24b, REGISTRAR'S SIGNATUR 

AIS (4) 
vem ited paTENOV 2 ‘59 Cwthin & Haak 


if 


\ 


iff Page 4%, 


After this certificate has been signed by the attending physician and campletely filled in by the funeral director, 


3s 


The law requires that the death certificate be executed within 24 haurs a 


he haspital ar attending physician. 


R: 
page 3 shauld be detached far use os the burial-transit permit. 


# 


TO HOSPITAL OR ATTENDING PHYSICIAN. 
TO FUNERAL DI 


wad 


ith 


Then please remave carban papers. 
the registrar priar ta burial, cremation, ar remaval, and in any event within 72 haurs after death. 


may be retain 


S AIS (4) 


5M 9/58 ‘ 


Pages 1 and 2 should be fj 
16) 
& 
‘is 


- MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
10860 CERTIFICATE OF DEATH Bae: 


10850 


|. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 
o. COUNTY s ALA o. STATE b. COUNTY 
Allegany Maryland Allovany 
b. CITY OR TOWN [If outside corporote limits, write | c. LENGTH OF STAY IN Ib €. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
RURAL ond give neares! town} a 
Cumberland Oe Cunberland 
‘d. NAME OF HOSPITAL (If not in hospital, give street oddress) d, STREET ADDRESS e. IS RESIDENCE 
‘OR INSTITUTION f ON A FARM? 
238 Katt: Piece ves T] NODE 
3. NAME OF First r . DATE Ye 
NAME OF irs Middle lost pa Month Day feor 
CT or print Edith Ve Glover DEATH Oetiaher 7 19/5 
S. SEX 6. COLOR OR RACE | 7. MARRIED [7] NEVER MARRIED | ®. OATE OF BIRTH 9. AGE (In years [IF UNDER | YEAR| IF UNDER 24 HRS. 


lost birthdoy) [Months] Doys | Hours] Min. 
Female White MupO Werte iny MEN ORCI) || eghag el 1896 oe as 


10a. USUAL OCCUPATION (Give kind of work done|10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 


during most of working life, even if retired) 2 
Housewife Own Home Maryland -Rawlings 
14. MOTHER'S MAIDEN NAME 


(3. FATHER'S NAME 


12. CITIZEN OF WHAT COUNTRY? 


hed 


Leanna Shepherd 


INFORMANT Address 


. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. 


Yes, 10, or unknown) | {IF yos, give war or dates of service) 


no 
18. CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond (<).] (INTERVAL BETWEEN 


PART I. DEATH MEDIATE CAUSE (0) Carcinoma LuNG 22 
763 DUE TO 


Conditions, if ony, which o 
gove rise to immediote 

couse (o}, stoting the under. ( PUE TO 
lying couse lost. © 


Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)/19. ERE 


CR ODO SR ree ene we Noo 


20a. ACCIDENT WAS UNDERLYING (1) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
{IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED 


Hour 0. m. While Not while 
p.m, ot work (] ot work 


20e. PLACE OF INJURY (Home, Form, | 20F. (City or town) {County) {Stote) 
foctory, street, office bldg., etc.) | 


MEDICAL CERTIFICATION 


ADDRESS (Street, city or town, stote) DATE SIGNED 
\ ; : a 
ne < Saeed Mioge 2 4... Min: Ceipak er 11.2.59__ 


NAME (tee) Dr. W.P. Iames. 


Wo. BURIAL, CREMATION, | 22b. DATE THEREOF Te. NAME OF CEMETERY OR CREMATORY 72d. LOCATION (City, town, or county) {Stote) 


BuPtar™” | 11-3-1959 | Rose Hill Cemeter Cumberland, Md. 
23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS 2do, REC'D BY REGISTRAR | 24b. REGISTRAR’S SIGNATURE 
James F, Scarpelli, Cumberland, Md. cae | SOV «59 Onihun £ Fans, 


AiG ees Se a ee 


=a 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 1085] 
10861 CERTIFICATE OF DEATH 


Reg. Dist. No. 


1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 


a) 


0. COUNTY 0. STATE 


Allegany MARYLAND 


b. CITY OR TOWN (IF autside carporote limits. write | c. LENGTH OF STAY IN 1b 
RURAL ond give neorest town) 


Cumberland, 


Maryland °°UNY Allegany 


<. CITY OR TOWN {If outside corporote limits, write RURAL ond give nearest town) 
oO 2 Cumberland, 


Meow Page 4 


letely filled in by the funeral director, 
Pages 1 and 2 shauld be filed with 


d. NAME OF HOSPITAL {If not in hospilol, give street oddrens] d. STREET ADDRESS ©. 1S RESIDENCE 
OR INSTITUTION / ON A FARM? 
106 So. Allegany St., 106 So. Allegany St., ves] Now 

. NARE OF First Middle low 4. DATE Month Oxy Year 

{Type of print) SOPHIA GLYNN ofr OCtober 6, 19 59 

5. SEX 6. COLOR OR RACE |7. MARRIED [-] NEVER MARRIED [] |& DATE OF BIRTH 9: AGE tn yoor IE UNDER 1 VEARLTE UNDER 24 HRS 
r os * : 
Female White wivoweD [) ovorceof(] | Feb. 19, 1880 lege gee ea 


10a. USUAL OCCUPATION {Give kind of work done| 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 


12, CITIZEN OF WHAT COUNTRY* 


U.S.A. 


during most of working life, even if retired) 


Maid ; Motel Court North Branch, Md. 


Then pleose remave corbon papers. 


‘onsit permit. 


°) 


ENDING PHYSICIAN: The low requires that the death certificote be executed within 24 hours aff 
MEDICAL CERTIFICATION 


he haspital or attending physician. 
‘OR: After this certificate has been signed by the oltending physician ond camp 


‘*. 


the registrar prior ta buriat, cremation, ar removal, and in ony event within 72 hours after death. 


page 3 shauld be detached for use as the bur 


may be retain 


TO HOSPITAL O 
TO FUNERAL DI 


“413. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
William Rephann Amelia Engle 
Wontar ron Sache ee 6. eae ge NO, 17, INFORMANT ; 1 904th nnemac AV e. ‘i 
' 215-34-4334| Mr. Maurice Glynn Chicago 40, Ill. 
18. CAUSE OF DEATH [Enter ‘anly one couse per line for (0}, (b), ond (J INTERVAL BETWEEN 


PART |. DEATH WAS CAUSED BY: ONSET AND DEATH 


IMMEDIATE CAUSE (0). 


“ If DUE To be 

Conditions, if ony, which re AB 
gove rise to immediote 
couse (0). stoting the under. ( DUETO / 
lying couse fost, f 


C— Oe ey OD 


Peal Barts ptt Ati a — 


Past Il. OTHER SIGNIFICANT COND! CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART T(e)]T9. WAS AUTOPSY 
yes [] No PY 
20a. ACCIDENT WAS UNDERLYING C]_— | 20b. DESCRIBE HOW INJURY OCCURRED. {Enter noture of injury in Port | or Port Il of item 16.) 
‘OR CONTRIBUTING L] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
A Foe 
20c. TIME OF INJURY Month, Day. Year ]20d. INJURY OCCURRED —_|20e. PLACE OF INJURY (Home, form, | 20f. (City or town] {County} {Stole} 
dee Bea While, ier while factory, street, office bidg.. etc.) ! 
pom. Ww jot work [1] of work [J P 
E a — 
21. ¥ certify thot | attended the deceased from. \)_ awa WE, 10) Of fo... SZ that | last saw the deceased 
alive an_ ey. j And that death accurred at_________M, fram the causes and an the date stated abave. 
, ADDRESS (Street, city or town, state} DATE SIGNED 
SIGNATURE wo, 128 Union St., 0 et. 7, 1959 
yiscian'’s George M/ Simons M.D. Cumberland, Md 


NAME (Type) 


No, EN Oyantenern 22b. DATE THEREOF ‘2c. NAME OF CEMETERY OR CREMATORY 2d. LOCATION (City, town, or county} {Stote) 
i ‘ 
Birriay” [10/8/59 Rose Hill Cemetery Cumberland, Maryland 
23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS: 2da. REC'D BY REGISTRAR | 24b. REGISTRAR’S SIGNATURE 
e umbe n Maryland 
H. Wayne George Cumb ria d, y pare OCT 1.359 Cittan £ fasa 


and 


death. Poge 4 


Poges 1 and 2 should be‘filed with 


Then please remove carban papers. 


| or attending physician. 


TENDING PHYSICIAN: The law requires thot the death certificate be executed within 24 hours 


the hospi 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician ond completely filled in by the funeral directar, 


i 


moy be retain® 
page 3 should be detached far use as the buriol-transit permit. 


TO HOSPITAL 


a 


leath. 


the registror prior to burial, crematian, or remaval, and in any event within 72 hours 


10862 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
CERTIFICATE OF DEATH 


10852 


Reg. Dist. No. 


1, PLACE OF DEATH 
col 


o. COUNTY 
ALLEGANY 


MARYLAND: 


2. USUAL RESIDENCE (Where deceosed lived. If institution: Residence before odmission) 


°WARYLA ND b COUNTY ALLEGANY 


b. CITY OR TOWN (If outside corporote limits, write | c. LENGTH OF STAY IN 1b 


“CUMBERLAND” | 3¢_HRS 


¢. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 


CUMBERLAND 


3 
= 


“HEHERTRL CURE RES 


d, STREET ADDRESS 


[! RT «#3 BEDFORD ROAD 


e. 1S RESIDENCE 
ON A FARM? 


(Yer, 10, ar unknown) 


No 1-67-0345 


| {IF yes, give war or dates of service] 


Yes [NO] 
3. NAME OF fi idl 4. DATE 
Rarer ist Middle lost DA Month Day Yeor 
tiyestedipdch) ROBERT Le GRAPES OEATH OCROBER 19 19 59 
5. SEX 6. COLOR OR RACE | 7. MARRIED [X] NEVER MARRIED [] | 8- DATE OF BIRTH 9. porte eat IF UNDER ¥ YEAR) IF UNDER 24 HRS. 
lost bi loy) Me rh: Hi in. 
MALE WHITE winoweo[] ~—vorceo EQ] | | f=10 92901 eer | tel eee all a 
10a. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) W.VA U.S.A 
7 Kelly Tire Co, Pigs eas 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
JAMES GRAPES VIRGINIA SOWERS 
15. WAS DECEASED EVER IN U, S. ARMED FORCES? |16. SOCIAL SECURITY NO. INFORMANT ‘Address 


MEMORIAL HOSPITAL, CUMBERLAND, MARYLAND _ 


1B. CAUSE OF DEATH [Enter only one couse per line,for (0), (b), ond (c).] 
PART |. DEATH WAS CAUSED BY: ee ee Fo 


INTERVAL BETWEEN 
ONSET AND DEATH 
b Aceon, 


Ltt het 


4 , IMMEDIATE CAUSE (0) 
33/X 


pAb th 


© 


DUE TO : 5 
Conditions, if ony, which a pe (2G 
gove rise to immediote 

couse (o}, stoting the under: ( OVE TO 


lying couse lost. 


{c) 


Hour o.m. Not while 


LD ot work 


MEDICAL CERTIFICATION 


ACTUAL 
SIGNATURE 


Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(o}|19. WAS AUTOPSY 
yes) No] 
200. ACCIDENT WAS UNDERLYING []__]20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port I of item 1B.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20F. (City or town) (County) (Stote) 


foctory. street, office bldg., etc.) | 
i 


21. | certify that | attended the deceased from. as 9S ra nel RM LD, ie, 194 Fthat | last saw the deceased 
LoL) F oes i gale. and that death accurred oD: 354m, fram the causes and an the date stated abave. 
= 


ADDRESS (Street, city or town, stots) DATE StGHED. 


@ ot 


PHYSICIAN'S 
NAME {Type} 


Ae 


EE Ee! Ee eee 


REMOVAL (Specify) 
Buria. LO, 
23. FUNERAL DIRECTOR'S SIGNATURE 


Ruth E. Silcox 


ADDRESS 


Cumberland 


Maryla d 


2d. LOCATION (City, town, or county) (Stote) 


and Maryland (Rural ) 


‘24b. REGISTRAR'S SIGNATURE 


Gotbua £ Ki sim 


24a. REC'D BY REGISTRAR 


OCT 23 '59 


DATE 


=a 
1 Filed with 


Mo Page & 


After this certificate has been signed by the ottending physicion and campletely filled in by the funeral directar, 
Pages 1 and 2 sha 


Then pleose remove corban papers. 


the registrar priar ta buriol, crematian, or remaval, ond in ony event within 72 hours ofter death. 


TENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours a! 


the hospital ar attending physicion. 


6 


TO FUNERAL DIHM@c: OR: 


in 


poge 3 should be detached for use as the burial-transit permit. 


TO HOSPITAL 01 
may be reta 


Vs AIS (4) 
1SM 10/57 


=< 
=a 


oO 
~ 


.) 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 eo 
10994 CERTIFICATE OF DEATH "a vt HOODS 


Reg. Dist. No. 


He DUR 2. CUNPe RESIDENCE (Where deceased lived. If institution: Residence befare admission) 
% b. COUNTY 
Allegany ce Maryland Allegany 


b. CITY OR TOWN (IF outside corporate Ii 
RURAL and give nearest town} 


Frostburg Lifetime 


d. NAME OF HOSPITAL (IF nat in hospital, give street address) 
OR INSTITUTION 


. write fe. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside corporote limits, write RURAL and give nearest tawn) 


4° 


d. STREET ADDRESS: e. page aN 


‘A FARM? 


od uOSp 55 West College. TES ELEN, 
3. NAME OF First tow 
DECEASED 
{Tyee or print) CHARLES i 
5. SEX 6. R OR £47. B. DATE OF BIRTH 9. AGE (I 
SE COLOR OR RAC MARRIED [7] NEVER MARRIED’) ol ne lranseay” 
M Ww winowen{] _—ovorceo() | 27 0_ 
10a. USUAL OCCUPATION {Give kind of wark done|10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE {State ar fareign country) 12. CITIZEN OF WHAT COUNTRY? 
| during most of working life, even if retired) 
Retired butche Meat b ness Frostburg U.S.As 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
Martin Hartig Catherine Dilfer 
. WAS DECEASED EVER IN U. S. ARMED FORCES? |1. 1A RITY . [17, INFORMANT Addi 
MAUREEN tl pares aoe ten ae ee "Frostburg, Md. 
No | None N 


INTERVAL BETWEEN 


18. CAUSE OF DEATH [Enter only ane couse per line for (a), (b), ond (c).] LR a gh a 


PART 1. DEATH WAS CAUSED BY: 
12 IMMEDIATE CAUSE {a}, 


AIK DUE TO 
Conditions, if any, which (o 


gove rise to immediate 
cause {0}, stoting the under. ( DUE TO 
{c) 


rs Parr tl. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1{0)]19 WAS AUTOPSY 
i= 
5 ves] Nop 
= | 200. ACCIDENT WAS UNDERLYING C1 ]20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part 1 or Port I of item TB.) 
& | OR CONTRIBUTING C1 CAUSE OF DEATH 
© [UF EITHER, NOTIFY MEDICAL EXAMINER} 
& ]20c. TIME OF INJURY Month, Day, Year [20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, 120 {City oF tawn) (County (State) 
3 oupive..ni While Nat while foctary, street, office bldg., etc.) 
= p.m. 19 fot work [1] of work (CJ ! 
21. 1 certify that | attended the deceased fram.__ a /— 2-4. SST 19 . Pz LO LO.., 19:57. that | last saw the deceased 
olive oie. LOZ (One WSF, and that death accurred at_2 Fe om, fram the causes ond an the dote stated obave. 
a! ESS (Streey, city or town, state) DATE SIGNED 
ACTUAL . so 
SIGHATUR Mo. So ege 2 cree Aire He oe Hef 
PHYSICIAN'S 4) 
NAME (Type), Ral Ll Tt SEA det ME lew fin OBR Se eae ata 
Tio. BURIAL epteON 7b. DATE THEREOF . NAME OF CEMETERY OR CREMATORY {Stote} < 
VAL (Speci 
Bu pier 10-13-59 rostburg Memo 2 Park O b g id 


23. FUNERAL DIRECTOR'S Seat = : 24a. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
a dp todageter Fue ttl’ Hone ail 
fd A- 2 is i Q va) DAG '59 o 


SI SE nn — ty 
o pony 


TENDING PHYSICIAN: The law requires that the death certificate be executed within 24 haurs af; 


— 


the haspitat ar attending physician. 


| director, 
filed with 


nera! 


Pages 1 and 2 should 


ae 
° 
= 
< 
-) 
a 
> 
A 
iz 
2 
= 
a 
13 
5 
8 
2 
= 
5 
< 
“s} 
eS 
ES 
= 
a 
o 
= 
3 
e 
= 
r) 
e 
= 
= 
7) 
2 
3 
e 
| 
c 
5 
3° 
5S 
6 
2 
a 
38 
3S 
$ 
2 
3 
< 
4 
° 
4 


{ cc 
page 3 shauld be detach 


& TO HOSPITAL 


may be retai 
TO FUNERAL 


Then please remave carbon papers. 


far use as the burial-transit permit. 


i= 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
10905 CERTIFICATE OF DEATH 


10854 


Reg. Dist. No. 


1. PLACE OF DEATH 
©. COUNTY 


ALLEGANY 


MARYLAND 


2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 


ofA MARYLAND = > SON’ ALLEGANY 


b. CITY OR TOWN (If outside corporote limits, write 


ee FROSTBURG 50 YRS. 


c. LENGTH OF STAY IN Ib. 


¢. CITY OR TOWN (iF outside corporote limits, write RURAL ond give nearest town) 


ae FROSTBURG. 


d, NAME OF HOSPITAL (IF not in hospital, give street address) 
‘OR INSTITUTION 


MINERS HOSPITAL 


@. IS RESIDENCE 
ON A FARM? 


Yes (] NO 


, d. STREET ADDRESS 


‘ 66 W. COLLEGE AVE. 


First 


JOHN 


Middle 


A. 


. NAME OF 
DECEASED _ 
(Type or print) 


Lost 


HITCHINS 


4, DATE Month 


DEATH @CT:. 


Yeo 


Day r 
11, 19 59 


5. SEX 


MALE 


6. COLOR OR RACE 


WHITE wipoweo [] DivorceD [] 


7. MARRIED [2] NEVER MARRIED [] 


B. DATE OF BIRTH 


FEB. 2, 1883 


9. AGE (In. years 


lost birthdoy) 
eal 


IF UNDER 1 YEAR) IF UNDER 24 HRS. 


100. USUAL OCCUPATION (Give kind of work done|10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 


during most of working life, even if retired K 


RET, STOREROOM CL KELLY=SPG. 


12. CITIZEN OF WHAT COUNTRY? 


TI MARYLAND U.S.A. 


13. FATHER'S NAME 


\ JOHN HITCHINS 


14, MOTHER'S MAIDEN NAME 


AS. WAS DECEASED EVER IN U. $. ARMED FORCES? |16. SOCIAL SECURITY NO. 


(Yes, no, oF unknown) | (IF yes, give war ar dates of service} 17-10-6621 


SALLIE BROWN 
INFORMANT Address 
MRS. RACEHL DUNN, FROSTBURG, MD. 


18. CAUSE OF DEATH [Enter only one couse per li 
PART |. DEATH WAS CAUSED BY: 


INTERVAL BETWEEN 
ONSET AND DEATH 


my <> IMMEDIATE CAUSE (0! 
4YYAX 


DUE TO 
Conditions, if ony, which 1 
gove rise to immediote 
couse (o}, stoting the under. CUETO 
tying couse lost. ) 


ene 


Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THETERMINAL DISEASE CONDITION GIVEN IN PART Io) 


19. WAS AUTOPSY 


PERFORMED’ 
yes] NO 


20a. ACCIDENT WAS UNDERLYING 1) 
OR CONTRIBUTING £) CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port I! of item 18.) 


20c. TIME OF INJURY Month, 
Hour 


Yeor | 20d. INJURY OCCURRED ‘20. 


While Not while 
19 lot work [1] ot work 


21. | certify thot | attended the deceosed fromé 
alive on a7 We ae 
ACTUAL 

SIGNATUR 


Doy, 


om, 


p.m, 


MEDICAL CERTIFICATION 


PHYSICIAN'S 
NAME (Type) 


thot deoth occurred Atac® 


PLACE OF INJURY (Home, form, | 20f. (City or town) 


(County) 
foctory, street, office bldg., etc.) ; 


(Stote) 


aes 199% to... Lat JL _., 1¢¥ Zihot I last sow the deceosed 


£<M, from the cousef.and on the dote stoted obove. 
ADDRESS (Street, city or town, stote] DATE SIGNED 


ans E.MAIN ST., 
FROSTBURG, MD. 


W. O,. McLANE, M. D, 


‘To. BURIAL, CREMATION, | 22b. DATE THEREOF 


BURTAL” loct. 14 159 


23, FUNERAL DIRECTOR'S SIGNATURE 


J. R. DURST, 


ADDRESS 


2c. NAME OF CEMETERY OR CREMATORY 
B MEMOR 


‘Rd. LOCATION (City, fown, or county) {Stote) 


ARK FRO 
2da. REC'D BY REGISTR 


ae: MD 
RAR'S SIGNATURE 


p 
A B 
= 


FROSTBURG, MD. D 


nd 


by the funeral director, 
Pages 1 and 2 should be filed with 


in 


ficate be executed within 24 haurs a death. Page oe 


Then please remove carbon papers. 


: After this certificate has been signed by the attending physician and completely filled 
, cremation, ar remaval, and in any event within 72 haurs al 


ITTENDING PHYSICIAN: The law requires that the death certi 


the haspital ar attending physician. 


ry 
TO FUNERAL DIRECTOR: 


“ 


page 3 shauld be detached far use as the burial-transit permit. 


TO HOSPITAL & 
may be retain 


gs 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 * 
10863 CERTIFICATE OF DEATH figs 10855 


FY 1, PLACE OF DEATH 2. oe pestomice (Where deceosed lived. If institution: Residence before admission) 
M ) 9. COUNTY Maat eAND b. COUNTY 
5 ANY MA 
“— b. CITY OR TOWN (IF outside corporote limits, write | ¢. LENGTH OF STAY IN 1b c. CITY OR TOWN (if autside corporote limits, write RURAL ond give nearest town) 
RURAL ond give nearest town) 
A AND.,_MD.. 1_DAY _ AK CUMBERLAND, MARYLAND 
oO OSPITAL a ‘dt in hospital, give street address) fa d. STREET ADDRESS ‘e. 1S RESIDENCE 
060 © Op INSTITUTION ON A FARM? 
MEMORIAL HOSPITA ROUTE $4, UHL HIGHWAY ves [] No TB 
3. NAME OF Fi ddl 4. DATE 
DECEASED — tig oc lost pe Manth Doy Yeor 
(Type or print) a2 JOHNS DEATH  OCTOBE! Ri Bret). 8 
5. SEX %. COLOR OR RACE |7. MARRIED [5 NEVER MARRIED [] | 8- DATE OF BIRTH TAGE In yeors |IFUNDER 1 YEAR]IFUNDER 20 HRS 
° FEBRUARY 2 gop MOR"N. [Mon] oy | Maun | Nin 
wivoweo [] DIVORCED [] ,189 
v4 10a. USUAL OCCUPATION (Give | kind af work done|10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12, CITIZEN OF WHAT COUNTRY? 
rt during most of w: life, even if retired) C 
8 Machine. if ‘iker (Gelanese Corp. 
fr 13. FATHER'S NAME 
JACK J. JOHNS 
15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. INFORMANT Address 


frien eas utkeewn) I ys ge wor or date of sorvic) J 
es Ww “T 17-10-7407 | __veMoRIAL_HOSP1TAL CUMBERLAND, MARYLAND 


18. CAUSE OF DEATH [Enter only one cause per line for (0), (b), and . 5 INTERVAL BETWEEN 
PART |. DEATH WAS CAUSED BY: by abe, 
IMMEDIATE CAUSE (0} 
“god DUE To 


ONSET AND DEATH 
Conditions, if any, which 


Minus - 
gave rise to immediate 


couse (0), stoting the under. ( CUE % 
lying couse lost. © 


a Paar Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO QEATH BUT NOT RELATED TO THE TERMINAL DIKEASE CONDITION GIVENUN PART 1(0)]19. WAS AUTOPSY 
Ove 
2 6 yes] nol) 

= | 200. ACCIDENT WAS UNDERLYING C)__|20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | ar Part tl af item 18.) 

& | OR CONTRIBUTING L] CAUSE OF DEATH 

© | (F EITHER, NOTIFY MEDICAL EXAMINER) 

ef 

& )0c. TIME OF INJURY Month, Day, Year |20d. INJURY OCCURRED —_|20e. PLACE OF INJURY [Hame, farm, | 20f. (City or town) {County} {Stote) 

8 Hour 0. m. , While. Not while foctory, street, office bldg.. etc.) | 

= p.m. 9 Jat work [[] at work H 
5 21. I certify thot_| attended the deceased from.____. Mice U, Sooner , 19.2.f,thot | lost saw the deceosed 
3 Olive On. ee oe elf no, We 2 ccurred at__ fg 2OPMfrom the couses ond on the dote stoted obove. 
° ADDRESS (Street, city ar fawn, stote) DATE SIGNED 
2 ACTUAL 
2) | (eit i, rm 
a 
5 PHYSICIAN'S 4 
2 NAME (Type) G. ©. Hi Ymm elwri MW, A ee ee ee 
> Ta. Bers CREATION ‘7b. DATE THEREOF OF CEMET@RY OR CRI Brae 22d. LOCATION (City, town. ar county) {State} 
ts MOVAL (Speci mete M l 4 
2 Bust yall October 44. 1 59 “bavi em. Cemetery Cc 1 

23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS 24a. REC'D BY REGISTRAR | 24b, REGISTRAR’S SIGNATURE 

: 1 
\ John J. Hafer, Cumberland, Maryland oATE 6°59 ntl £ Fins 


wal 


ith 


Heath: Poge 4 
nerol director, 


‘ : & “ 
Pages 1 ond 2 should be filed 


‘ote hos been signed by the ottending physicion and completely filled in by t 
Then please remove corbon papers. 


; The law requires that the death certificate be executed within 24 hours of 


I or attending physicion. 


the hospi 
TOR: After this ce 
poge 3 should be detoched for use os the buriol-transit permit. 


may be retoin 
TO FUNERAL D 
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TO HOSPITAL OR ATTENDING PHYSICIAN 


YS ANS (4) 
15M 10/57 


bewt 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 1 0 9 . 6 
10864 CERTIFICATE OF DEATH oc aso ’ 


2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 
°. 


Maryland °°" allegany 


1. PLACE OF DEATH 
Ce Allegany MARYLAND 


b. CITY OR TOWN ({f outside corporote limits, write c. LENGTH OF STAY IN 1b c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
RURAL ond give nearest town) 
Cumberland 9/25/59 XX LaVale  - Cumberland 


d. NAME OF HOSPITAL (If not in hospitol, give street oddress) 8. STREET ADDRESS e. 1S RESIDENCE 


OR INSTITUTION ON A FARM? 
Allegany County Infirmar 12 Gash Valley VC] NOK) 
3. NAME OF First Middle Lost 4. DATE Month Day Yeor 
(Type or print) Lewis Smith Jones crane October Z ’ 19 59 
5. SEX 6. COLOR OR RACE | 7. MARRIED [[] NEVER MARRIED DD 8. DATE OF BIRTH pe pee {In yeors [IF UNDER 1 YEAR] if UNDER 24 HRS. 
oat birthdoy} | Moni urs in. 
Male White |woowe%  ovorceo | 12/7/1870 Rees ee ee | eae 
100. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stole or foreign country) 12, CITIZEN OF WHAT COUNTRY? 


during mos! of working life, even if retired) 


Retired - Auto Mechanic & W/Md. RR Pumberland, Maryland | U. S. A. 


13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
Thomas Jones Mary Litzenberg 
Mae ree eo ene FORGER? 16. SOCIAL SECURITY NO. |17. INFORMANT P 20 «Box 599 Address Cumber I and »Mde 
No, | None Allegany County Infirmary Records 
1B. CAUSE OF DEATH [Enter only one couse per line for faf, (b). ond (c}.] INTERVAL BETWEEN 
PART |. DEATH WAS CAUSED BY: oe ae 


IMMEDIATE CAUSE (o} 


hesctick, | DUE TO WA te 
Conditions, if ony, a ) ae: d 


gove rite to immediote 
DUE TO Lge 
© ELA LA at. 


Couse (0), stoling the under- 
lying couse lost. 


SEAM its OLDS 


S Pant Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Ifo} | 19. ie OTE 7 
= s 

g 

3 Cee! (224 et SNE — ves No 

= 200. ACCIDENT WAS UNDERLYING 2) ‘20b. DESCRIBE HOW WUJURY OCCYRRED. (Enter nature of injury in Port | or Port Il of item 18.) 

ce OR CONTRIBUTING L] CAUSE OF DEATH 

© PUP EITHER, NOTIFY MEDICAL EXAMINER) 

bi if i 

& }20c. TIME OF INJURY Month, oy, Yeor [20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20F. (Cily or town) (County) (Store) 
3S hte se While Not while foctory. street, office bldg., ete.) | 

Ed p.m. 19 lot work [7] ot work 


t 
H 
21. | certify that | attended the deceased fram_9 ‘25. (59... 1) ae , to__LO/ (59... 1G 8 that I last saw the deceased 


alive an LO, A and that death accurred of 3 30P_M, fram the causes and an the date stated abave 

SG / 5 ADDRESS (Street, city or town, stote) DATE SIGNED 
SSWATURE MNitt.t be Ll~ ALBA MOD. _.._49 Greene Ste Pec 3 L 0/3/59... 
EA eb aks Dr. James E. McLean Cumberland, Md. 


To. POR: ene 2b. DATE THEREOF ‘7c, NAME OF CEMETERY OR CREMATORY ‘2d. LOCATION (City, town, or county) {Stote) 
Burial” 10/5/59 Greenmount Cemetery | Cumberland, Maryland 


23. FUNERAL DIRECTOR'S SIGNATURE ADORESS 24a, REC'D BY REGISTRAR 24b, REGISTRARS SIGNATURE 
H. Wayne George Cumberland, Maryland care OST 6 '59 nites & Kiewt 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
CERTIFICATE OF DEATH 


om 


10857 


Reg. Dist. No. 


7+ is 
2 g 1, ee a 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence befare admission} 
2 £8 ? MARYLAND || & STATE b. COUNTY ml 
€ Be b. CITY OR TOWN (If autside corporate limits, write | c. LENGTH OF STAY IN 1b ©. CITY OR TOWN (IF autside corporate limits, write RURAL ond give nearest town} 
B 52 RURAL and give neares! tawn} 
23 el 6 
25 mberland hrs, 2 : 
= 22 da. ISA eCOF Se ee {tf not in hospital, give street address) i STREET ADDRESS e. Ppa bes 
o oy 
dee S| : yes [] NO 
$ 35 Sacred Heart Hospital __ 113 Wills Creek Ave © fd 
°o ec 
aes 3. NAME OF First Middl 4. DATE Ye 
= se NAME OF ; irs : id “3 Last pe Manth Day ‘ear 
< 2% {Type or print Virginie Madeline Kaiser DEATH 10/ 1/__1959 
= =e 5. SEX 6. COLOR OR RACE |7. MARRIED [5p NEVER MARRIED [7] | 8. DATE OF BIRTH 9. poate IF UNDER LEAH IF UNDER 24 HRS. 
‘<3 : lanths] Doys | Hours] Min. 
=a ee Female White |wirowent] —_ mworceoO] | July 27, 1911 4,8 yn. 
2 € a P 100. USUAL OCCUPATION (Give kind af wark dane] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (State ar foreign cauntry} 12. CITIZEN OF WHAT COUNTRY? 
g sod during mest of working life, even if retired) ¢ 
bi Bae Sssist. cook Hospital Cumberland, Maryland U.SeA 
e S885 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
2 eee 
2 886 
S$ See Edward P Cosgrove Margaret Turner 
= 2O3 1S. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. IAI RITY NO. INFORMANT Addi 
= G22 Yate: guanitevs) | Wm ghy rerey Sue ews [no ne “ Cumberland, Md 
EAS No, | 15-20-7200Mr. Walter:C. Kaiser 113 Wills Creek Ave. 
g es = 18. CAUSE OF DEATH [Enter anly ane couse per line far (6), (b), and (¢)-] = INTERVAL SETWEEN 
a eS PART |. DEATH WAS CAUSED 8Y: h yte ee, mee ea eee 
on i = IMMEDIATE CAUSE (a) 
<¥ £fieo sii x 
ae Sheu KK DUE TO 
Veet ‘ 4 
Fg IS Conditions, if any, which 1 [sae cede? SL ye / few 
6 geo gove rise ta immediate 
‘Ee a, ae cause (a), stating the under. ( DUE TO 
pe a2 22 lying couse last. () 
B65 oe sein ucodsentatts 
2 2 3 5 3 a Part Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)| 19. ae 
SROED 2 LA. ra Re oo 
2 FA < yes] No) 
2a000 U0 
2 2 g 
es 25 2 § = | 200. ACCIDENT WAS UNDERLYING []__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture af injury in Port | ar Part 1! af item 18.) 
43, & | OR CONTRIBUTING C1 CAUSE OF DEATH 
< gfs °° © | (IF EITHER, NOTIFY MEDICAL EXAMINER} 
Zsezes & [20c. TIME OF INJURY Month, Day, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20F. (City ar tawn) (County) (State} 
rs Ses rs ew ee: in. While Nat while factary, street, affice bldg., etc.) ! 
ape. = Jat work [} at work ' 
Qer2e 5 
23e3c di 
g+<22 g “A 
Z2g 83 7 
«x 
r= 3 a i ADDRESS (Street, city or town, state) 
< Me ACTUAL 
MR 8 5 SIGNATURE. mo, Cumberland, Md._ 
Orara | 
28525 PHYSICIAN'S 
Ksaee NAME Bri G 
Reaes (Type), Dr. L.Prings 7.Green Street. 
Besse = NAM Wyre) ee te 8  ____--_- = MOON ue eh ___-_----___-----~----------- 
= & 
3 F) Zz a eS Ra. Tay ‘2b, DATE THEREOF 2c. NAME OF CEMETERY OR CREMATORY 72d, LOCATION (City, town, or county) {State) 
~S ot cil 
zo e 
seeks urial 10/5/59 Cumberland, Maryland 
Eee }]23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS do. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 


H. Wayne George Cumberland, Maryland |,,, oct 6'59 


Onthan A FiasaA 


BE 
z> 
2a 
Ss 


al 


id be filed wit 
—S 


| a Poge 4 


gned by the attending physicion and completely filled in by the funerol 
% 


F 


Poges 1 and 2 shaul 


Then please remove carbon papers. 


the registrar priar to burial, crematian, or removal, and in any event within 72 haurs after death. 


| ar attending physician 


ENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours aff 


Raat 
the hospi 
page 3 shauld be detached far use as the burial-transit permit. 


TO HOSPITAL O 
may be retain 
TO FUNERAL DI 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 10858 
8 


b OR66 CERTIFICATE OF DEATH Reg. Dist. No. 


1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institutian: Residence befare odmission) 


° COTEGANY maryianp |] °MARPYLAND b.county ALLEGA 


b. CITY OR TOWN (IF outside corporate limits, write |. LENGTH OF STAYIN 1b |] __c, CITY OR TOWN (IF autside corporate limits, write RURAL and give nearest lawn) 
RURAL and give nearest town) : 
CUMBERLAND | DAY OA CUMBERLAND 
«. IS RESIDENCE 
OR INSTITUTION 


d. NAME OF HOSPITAL (Hf nat in haspital, give street address) | ja. STREET ADDRESS 


MEMORIAL HOSPITAL, MEMORIAL & WARWIC 400 CRESAP DRIVE, POTOMAC PARK 


ON A FARM? 
yes [] NO mis 


3. NAME OF First Middle lost 4. DATE Month Doy Year. 
(Type ar print) ROLLAND H. KASKE DEATH OCTOBER 1 19 59 
3. SEX 6. COLOR OR RACE 


7. MARRIED (X] NEVER MARRIED [[] |B. DATE OF BIRTH 9. AGE (In years [IF UNDER 1 YEAR[IE UNDER 24 HRS. 
pipe Manths| Days | Hours | Mi 
MALE WHITE wibowep [] bivorceo [} AUGUST is 


10a. USUAL OCCUPATION (Give kind af wark dane} 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (State ar fareign country) 12. CITIZEN OF WHAT COUNTRY? 


during mast af warking life, even if retir 


ss't elanese Corp. Ohio USA 
13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
WILLIAM KASKE SOPHIA RANK 
15. WAS DECEASED EVER IN U. S. ARMED. a eae 16. SOCIAL SECURITY NO. INFORMANT Address 


(Yas, 10. oF unknown) | LIF yes, give wor or dates of 


MEMORIAL HOSPITAL, CUMBERLAND, MD. 


18. CAUSE OF DEATH [Enter anly ane cause per line for (a), (b), and (c).] 


PART I, DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (a! = 
pt y x DUE TO 


Conditions, if any. which ‘ei (CRs cy eee 4 | <= 


INTERVAL BETWEEN 
ONSET AND DEATH 


gave rise ta immediate 
cause (a), stoting the under- DUE TO 
lying cause lost. ( 


a Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(o)|19. Was AUTOPSY 
= 
S yes] no 
= [200. ACCIDENT WAS UNDERLYING (]__|20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Part lar Part Il af iter 1B.) 
& [OR CONTRIBUTING L] CAUSE OF DEATH 
© |(IF EITHER, NOTIFY MEDICAL EXAMINER} 
4 
& [20c. TIME OF INJURY Manth, Day, Year [20d. INJURY OCCURRED —|20e. PLACE OF INJURY (Hame, form, | 20f. (City ar tawn) (County) (State) 
a Haut ida. White Nat while foctary, street, affice bldg. ete | 
= p.m. 19 at wark [] at wark ! 
21. | certify that | attended the deceased fram. CS) Wte ae ee py toner ey 2, 19.J¥that | last saw the deceased 


alive an_____ Cosey tte. ieee hea and that death accurred at_7_PM_M, fram the causes and an the date stated abave. 

ADDRESS (Street, city ar tawn, state) DATE SIGNED 
SENATURE (422th ae fing elie a7 eta nie eee, (0-1 ¢fG___ 
Ritts OR/ We Pe VAMESe bie Se) sy (PE he PSE = 


a. Hee cise 22b. DATE THEREOF Wc. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, ar county) (State) 
Burfat " Loct. 14,1989, Sunset Memorial Park Cumberland, Md. 


23, FUNERAL DIRECTOR'S SIGNATURE ADDRESS 24a. ot D crt Fey ‘24b. Siar spl GRA URE 
ron Kight Cumberland, Md. pare 


FOR STATE 
HEALTH DEPT. 
if.q (i 
% N 


&: 


“s Office clang with farm PM3. Page 5 may be retained for your files. 


Item, 18. Give Poges 1, 2, ond 3 to the funeral 
TO FUNERAL DIRECTOR: Page 3 shoutd be used os 0 burial-tronsit permit. File pages 1 and 2 with the State Board of Health, 


iner’ 


fe, writing the word ‘pending’ in pencil 


ded to the Chief Medical Exomi 


a 


4 should be jj 
or its designated agent, prior to burial, cremation, ar removal, ond in ony event within 72 hours after deoth. 


TO DEPUTY MEDICAL EXAMINER: This certificate should be executed within 24 hours ofter death. If ony delay is n 
execute the ¢ 


< 
Pa 

ES 
S 
= 
a 


5M 2/57 


‘ei 


(4) 


“1 15. WAS DECEASED EVER IN U. S. ARMED FORCES? [16. SOCI oe NO. "i GALL 
Deu 00, oF v ra | IH yes, give wor or dates of service) iy 
aa (bg 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 10859 
4 Bey EXAMINER'S CERTIFICATE OF DEATH ; 


, Reg. Dist. No. ~ 
1 MACE OF DEATH Sy 2. USUAL RESIDENCE (Where deceosed lived. If inslitution: ® idence | before edminion) os 
2. COUN’ ee 0. STATE b. COUNTY 
ALLUGANY MARYLAND Penn. iM! Summerset Ver" 
b. CITY OR TOWN itt cuiide corporate limit, write RURAL c, LENGTH OF STAY IN tb c. CITY OR TOWN (If aulside corporate limits, write RURAL and give nearest town) 
nd give neaten toon) 
D.O.A. Meyersdale lJ K- 5 ss 
d. NAME OF HOSPITAL OR INSTITUTION [if mot in hospitol, give street oddress) d. STREET ADDRESS e. 1S RESIDENCE 
+ H F ON A FARM? 
Sacred Heart Hosp. a es 311 Thomas St. O noX} 


3. NAME OF nee Middle Last 4 Dare Month Oey Yeor 
pre e) Clara Margaret KEGAN OATH 10-16- 159 


6. COLOR OR RACE |7- MARRIED [RJ] NEVER MARRIED []] 8. OATE OF e1RTH %. Pe a TEUNDER meat UNDER 24 HRS. 
ab) M mee 
WITTS |wiwoweof} — oworceo 1883 a Hour | Min. 


10b. KIND OF BUSINESS OR INDUSTRY | 11. |. BIRTHPLACE (Stote or foreign mes 12. i OF WHAT COUNTRY? 
U.& 


100. USUAL OCCUPATION ind of work dane 
during most of warking lite, even if retired) 


yi 


FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
Janes Cox Elizabeth ie 


16. CAUSE OF DEATH [Enter only one couse per line far (a). {b). end (c) ) 
PART 1, DEATH WAS CAUSEO BY: - 


IMMEDIATE CAUSE (0) abra y 2 
33 XxX UE TO 
Conditions, if eny, which o 
gove rise to immedicle couse 
{o), stoling the underlying( PVETO 
couse lost. ae {c) ~ 
PART ll, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN FART Hollis. was jee 
= RFORMED? 
Yeo 
200. EXTERNAL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURRED i iT injury in Pe i - 
Pea EN icc SCRIBE ° ED. (Enter noture af injury in Part I or Per! 11 of item 1B.) 
CAUSE OF DEATH. 
ee = = =. 
0c. TIME OF INJURY — Month, Day, Year [20d. INJURY OCCURRED |20e. PLACE OF INJURY (Home, tae re (City or town) (County) (Stole) 


foctory, street, office bidg., ete. 


While Net while 


at work [J ot work [7] 
21. I certify that | toak charge of the remains described above, held on Autapsy [_], Inspectian [¥J, Inquiry {ond in my 


Opinion death resulted fram: Natural couses{_]. Accident (], Suicide [[], Homicide [[], Undetermined manner [1] 
ay ‘ 
DATE SIGNED 
siewature_(¢ Per os Msteated (5 te Ae Pies gl TO DB 
ASSISTANT MEDICAL EXAMINER [7] 


EXAMINER'S, 


NAME (Type)_B if Skitarelic, M,D° DEPUTY MEDICAL EXAMINER Ff ___ October 16,_ 1959 


BAL, CREMAT/ON, |22b gDATE TH yi, ane F CEMETERY OR CREMATORY 72d. LOCATION {City, town, of county) ae P 
Z i eile ESAMES EY¥ERS O4LE Z av" 


we iDDRESS. VA 24a. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 


LAA) Pb” PATENT 24/59 Oe as, ne 


Hour 9. m. 
p.m. WW 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 | 6 860 
10868 CERTIFICATE OF DEATH Reg. Dist. No. 


= \ 
& $F 1 Pence Oe DEATH 2. Oster [RESIORNCE (Where deceosed lived. If institution: Residence before admission) 
2 2 °. 2. 5) b. COUNTY 
“ 328 K BENE ALLEGANY 
£ x] 3 b. CITY OR TOWN (IF outside corporote limits’ write | c. LENGTH OF STAY IN Ib c, CITY OR TOWN (If outside corporate limits, write RURAL ond give nearest town) 
g s RURAL ond give neorest town) 1? 
A a z CUMBERLAND 3 DAYS OA. CUMBERLAND 
oti eo d. NAME OF HOSPITAL (| it spital, gi: irqss) d. STREET ADDRESS e. IS RESIDENCE 
> Hs ” OR INSTITUTION ME HGR t By / ON A FARM? 
=~ O¢ A FOS ta \s ( 236 WEST OLDTOWN ROAD ves E] NO 
ce 
£6 3. NAME OF First Middle Lost 4. DATE Month Doy Year 
Br DECEASED OF 
Le {Type or print) FRED KERSHNER| cea OCTOBER I 199 
é 6. COLOR OR RACE /7. MARRIED [XM] NEVER MARRIED [] | 8. DATE OF BIRTH 9% AGE Tne iF UNDER 1 YEAR] 1F UNDER 24 HRS. 
lo: Y Mi 
A WHITE = jwwowen Divorceo [] MAY 13,1905 51 ys. i 
a 10a. USUAL OCCUPATION (Give kind of work done| 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State or foreign country} 12. CITIZEN OF WHAT COUNTRY? 
\ dusiny par ie] We even if retired) 
| } |fruc rive Trucking Co. MARYLAND U.S.A. 
; 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
CHARLES KERSHNER EDNA SWITZER 
1S. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. INFORMANT Address 


(es, no, oF unknown) | (If yes, give war or dates of service) 


2£14-05-552) 
18. CAUSE OF DEATH [Enter only one couse per ling for (0), (b), (c).] ERE nei ey 
PART |. DEATH WAS CAUSED BY: f, Zt iy A. e si 
_ IMMEDIATE CAUSE (a) at 


Then please remove carbs 


Ed x DUE TO , el 
Conditions, if ony, which (b) ce i Pee as 


gave rise to immediote 
couse (a), stoting the under- ( CUETO 
lying couse lost. re) 


Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUTNIQT RELATED TO THETERMINAL DISEASE CONDITION GIVEN IN PART 1(0){1?. WAS AUTOFSY 
yes) No] 


20a. ACCIDENT WAS. Orie ae ce 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture af injury in Port | or Part Il of item 18.) 
OR CONTRIBUTING C1 CAU: 
(IF EITHER, NOTIFY MEDICAL EXAMINER} 


° 


The law requires that the death certificote be executed within 24 haurs 
MEDICAL CERTIFICATION 


the hospital or attending physicion. 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED 


Hour a.m. While Not while 
p.m. ot work 


21. | certify that | ptt 
alivevon2s.2 cee. fo 5, 


20e. PLACE OF INJURY (Home, form, | 20F. {City or town) (County) {Stote) 
foctory, street, office bidg., oe H 


‘OR: After this certificate has been signed by the attending physician and campletely fi 


TENDING PHYSICIAN 


page 3 shauld be detached far use os the burial-tronsit permit. 
the registrar priar ta burial, cremotian, or removal, and in ony event within 72 hours affér death\ 


% ACTUAL 
a / SIGNATURE 
£6 
a9 PHYSICIAN'S 
aes NAME {1} 
eis ype) 
& # z a none iat epee ‘7b. DATE THEREOF 7c. NAME OF CEMETERY OR CREMATORY ‘22d. LOCATION (City, town, or county) {Stote) 
eee 0-5-59 t_Paul ‘Luth. Reformed| Cem Clearspring,Md. 
fe has 23. FUNERAL DIRECTOR'S SIGNATURE 7 ADDRESS Qda. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
Vs AIS (4) James F. Scarpelli Cumberland, Md. ‘ ‘ 
15M 9/38 oateQCT 6 '59 Crttug & Kaur 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
f n CERTIFICATE OF DEATH 


— 


10861 


Reg. Dist. No. 


~ cs 
$ 3 = 1. PLAGE OF DEATH 2, USUAL RESIDENCE (Where deceosed lived. If insilution: Residence before admission) 
oe °. °. b. COUNTY 2 ; 
bag ALLEGANY manviano || ° VEST VIRGINIA MINERAL y 
3 3 3 b. Sei OR TOWN (IF bene nee porearele limits, write | c. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
Hi wn Ge, > 
== ONBERLANG 5 20 DAYS LAURELDALE 95x 3 
ad 3 d. NAME OF HOSPITAL (If nat in haspital, give street address) ‘d. STREET ADDRESS e. Ig RESIDENCE 
- 3= O6O MEMORTAL HOSPITAL ves} No 
2 FS ObC 
2 . 5 3. NAME OF First Middle lost 4 DATE Month oy Year 
x oe ' 
oh eas (Type or print) MARGIE M. KUH DEATH OCTOBER Ii « 1959 
bs Pca 5. SEX 6. COLOR OR RACE |7. MARRIED LX NEVER MARRIED [-] | 8. DATE OF BIRTH 9. AGE (In yeon peice TYEAR] IF UNDER 24 HRS. 
=z 2 , : 
2 Ss FEMALE WHITE winoweo [} —svivorceoy | SEPTEMBER 13 (ye RE | EEE 
ae 
Seek : i 100, USUAL eee (Give Kind of wark done) 0b. KIND OF BUSINESS OR INDUSTRY[11. BIRTHPLACE [State or foreign county) 12. CITIZEN OF WHAT COUNTRY? 
oO = lurj Y life, even if retire 
once: ROUSEWTFE "* WEST VIRGINIA U.S.A 
pees eSeAe 
6 Zev 
g 525 13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME . 
sae 
Sia ee CHARLES MC NEIL MARY HILKEY 
ie 
= £2 15, WAS DECEASED EVER IN U: 5. ARMED FORCES? 16. SOCIAl SECURITY NO. | INFORMANT WARWICK & MGMORTAL 
= a fes, ne. or unl a jive wi rie 
8 ofA ie ik eo ee se MEMORIAL HOSPITAL = CUMBERLAND, MD. 
se £8 
teres = 1B. CAUSE OF DEATH [Enter only one couse per line far (a), (b), ond (c)-] INTERVAL BETWEEN 
) aeanes PART |. DEATH WAS CAUSED BY: ge eee ee 
2 ose £08k IMMEDIATE CAUSE (0) ‘Z L272 4 
= nes OD 
= TES GOD) DUE TO 
BY fees ‘ 
= fen Conditions, if ony, which (0 Pre Vw g)24~72 
o BES gave rise to immediote 7 
ee dee couse (a}, stating the under. ( DUE TO ; . z , 
igtee lying couse lost, a > 77 Afger-F rey 
£3 <3 HAIN Hae 3 
223 (ame 6 Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO TrgpemManGAL DISEASE CONDITION GIVEN IN PART 1(0}]19. WAS AUTOPSY 
=> 79 e 
£nvs2z 
cesses) 6ONS ves) NO 
2 2 Py) 
Fotss = | 200. ACCIDENT WAS UNDERLYING C]__]20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | or Port I! of item 1B.) 
Se5cc & [OR CONTRIBUTING CJ CAUSE OF DEATH 
Zeees & [CF EITHER, NOTIFY MEDICAL EXAMINER) 
Ssges & |20c. TIME OF INJURY Manth, Day, Year ]20d. INJURY OCCURRED | 208. PLACE OF INJURY (Home, farm, | 20f. (Cily or town) (County) (Stote} 
oS ae) 2 rat Hour a.m. * While Nat while factory, street, affice bldg., etc.) | 
= 25 = ke [[} ot wark ' 
Cale = p.m. lot war! 
05 eL9 , at 7 az = 
z Sis 4 21. | certify that | attended the deceased fram fe, 19:27, ton 7. ik Si 192Ahat | last saw the deceased 
aLx£< 22 : : oy <—-C 
Ze ae 5 alive an______. Le Oe, , 12=2__4__, and that death accurred 323 Am, fram the causes and an the date stated abave. 
E= Ov = J ADDRESS (Street, city or town, stote) DATE SIGNED 
Us+ € , . 4 
= Rie actual oD Hil ee ‘ Ayr 
rm 2,9 SIGNATURE __>/8-> > 6 ~ ee > on MD. 
OfEDe / ia p 
soos, i 
28288 muscans OR, J. STEGMAIER 
ee eee nn 
% 8 z y 3 Zo. SENET ‘22b, DATE THEREOF Qc. NAME OF CEMETERY OR CREMATORY. Td. LOCATION (City, town, or county} (Stote) 
asge ify] % A 
renee Suet t 19 Oct 59 Maysville Maysville, W. Va. 
Cae 23. FUNERAL DIRECTOR'S SIGMATURE ADDRESS 24a. REC'D BY REGISTRAR | 24b. REGISTRAR'S ne 
VS A15 (4) (/ 4 k ” xt 
15M 9/58 f Jn. ss tiie [PA ZA : pare OCT 2 6 '59 Crttun £ Foaua 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 10862 
10879 CERTIFICATE OF DEATH Pon Sites 


. PLACE OF DEATH 2 2. USUAL RESIDENCE (Where deceosed lived. If institution: Residence before odmission) 


= ceuat marviano || ° “MARYLAND B COUNTY ALLEGANY 


b. CITY OR TOWN (If outside corporote limits, write | c. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town} 


CUMBERLAND, 1 DAY || X CUMBERLAND 


d. NAME OF HOSPITAL (If nat in hospital, gi d. STREET ADDRESS e. §S RESIDENCE 
INA FARM? 


MEMORTAL & 
MEMORTAL HOSPITAL WARWICK AVES. RT. # 3, BEDFORD ROAD EO) Noo 
. NAME OF LAST XxX Middle = =FIRST XxX 4. DATE Month Day Yeor 


DECEASED 


Type oF prin e ROBERT beats OCTOBER 22 9 
a MARRIED [4] NEVER MARRIED Oo B. DATE OF BIRTH 9. Peete hay IF UNDER 1 YEAR| IF UNDER 24 HS. 
WHITE |wivowen oivorcenp] | YANUARY 15 , 19 59 "| Months| Dey { Hours | Min. 


100, USUAL OCCUPATION (Give kind of work done] 10b, KIN OF SUSINES OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
oa 
Laat 


during most of working life, even if retired) 
a ae “artis, Z2¢.| CUMBERLAND, MO. U. SA. 


13, FATHER'S NAME 14, MOTHER'S MAIDEN NAME 


LEASURE, ROBERT ROBINETTE, MELISSA 
1. WAS DECEASED EVER IN U. S. ARMED FORCES? [16, SOCIAL SECURITY NO. | _ INFORMANT ‘Address 


TAS DECEASED EVE IN U: 3. ARMED FORCES 
7+ MEMORIAL HOSPITAL CUMBERLAND, MD. 


18. CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond (c).] INTERVAL BETWEEN 
ATH 


PART |. DEATH WAS CAUSED BY: a 7 
IMMEDIATE CAUSE (0). AA aecendud of ae Babs 


U~AOe] 


Conditions, if ony, which (b) cant. | 
gove rise to immediote 
DUE TO | 


ria Page 4 


arban papers. 
death. 


Bee 


Then please remay 


couse (0), stoting the under- 
lying couse lost. ( 
Part Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)|19. Was AuTorsY 
‘ol 


yes) No f@ 


200. ACCIDENT WAS UNDERLYING 1 ‘20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 1B.) 
OR CONTRIBUTING C] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


[20c. TIME OF INJURY Month, Doy, Yeor | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20F. (City or town) (County) (Stote) 
Hour 0. m. i foctory, street, office bidg., etc.) | 
H 


| ar attending physician. 
MEDICAL CERTIFICATION 


0-2 ___, 19 SF that | last saw the deceased 


MPM the causes and an the date stated above. 
ADDRESS (Street, city or town, stote) DATE SIGNED 


CiNtine td eth PSesser a "xa 
Nancie ORW. PL NAMES MO. Cg ee enfin d 


‘220. BURIAL, CREMATION, | 22b. DATE THEREOF ‘Th 
UQREMOVAL (51 ify) 


i 
23. 
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may be retain 
TO FUNERAL 0) 


the registrar prior ta burial, crematian, ar remaval, and in any event within 7 


poge 3 shauld be detached for use as the buriaf-transit permit. 


TO HOSPITAL 


ga 
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24 hours after death. 
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led in by the funeral director, the third 


death certificate assembly should be detached for use as a burial transit permit. 


VS AISC 1-55 10M-—~ 


in and completely 


certificate has been executed by the attending physi 


Py Of, this 
= 
neal 


MARYLAND STATE DEPARTMENT OF HEALTH—SALTIMORE, 18 


; 10863 
CERTIFICATE OF DEATH 
BI 690 6 Reg. Dist. No. 


1, PLACE OF DEATH 2, USUAL RESIDENCE (HOME) OF DECEASED 


COUNTY Allegany MARYLAND STATE 


CITY (if outside corporete limits, weite RURAL LENGTH OF STAY CITY (it outside corporate limils, write RURAL end give nel 
and give nearest town) (in this plece) OR 


Frestburg x TOWN Frostburg (Rural) 


HOSPITAL OR / STREET {If rural glva location) 
INSTITUTION OR ADDRESS 
STREET ADDRESS 


"Day! Var 
DECEASED 


or 
{Typa or Print) Me DEATH 19 


3. SEX 6. COLOR OR 7. SINGLE, MARRIED, 8. DATE OF BIRTH 9. AGE lest birthdey WF UNDER 1 YEAR | IF UNDER 24 HRS. 


Female white tay ‘Sowed 2/19/1884 75 — Months Days Hours | Min. 


10e. USUAL OCCUPATION (Give kind of work 10b. KIND OF BUSINESS Ni. BIRTHPLACE (Steta or foreign country) 12, CITIZEN OF WHAT 
done lifa, even if OR INDUSTRY COUNTRY? 


omfousework Own Home Austria i 


13, FATHER’S NAME | 14. MOTHER'S MAIDEN NAME 


wrnsc-== Konrad Unknown 


#5, WAS DECEASED EVER IN U. S. ARMED FORCES? 16. SOCIAL SECURITY NO. 17, INFORMANT & ADORESS Frostburg MD 
9 e 


(Yasqapppr unk.) | {It Yes, glve wer or dates of service) 
ne | None Miss FAD 
18. MEDICAL CE! Or - dai BETWEEN 


¥ DISEASES OR CONDITIONS DIRECTLY LEADING TO. ONSET AND DEATH 
N 


IMMEDIATE CAUSE {A) 


ANTECEDENT CAUSE(s) DUE TO 
DISEASES OR CONDITIONS, IF ANY, (8) 
GIVING RISE TO THE ABOVE CAUSE 
STATING UNDERLYING CAUSE LAST, DUE TO 
(C) 


11 OTHER SIGNIFICANT CONDITIONS CONTRIBUTING 
TO THE DEATH BUT NOT RELATED TO THE 
DISEASE OR CONDITION CAUSING DEATH.. 


We, DATE OF OPERATION 19b. MAJOR FINDINGS OF OPERATION 20. a: e 


ves [] NO 
2fa. ACCIDENT WAS UNDERLYING [] | 21b. PLACE (Home, farm, factory, 2c. WHERE DID INJURY OCCUR? (City or town) (County) (Stat 


OR CONTRIBUTING [] CAUSE OF DEATH OF INJURY street, office bidg., alc.) 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


21d. TIME OF INJURY (Month) {Day} (Yaar) (Hour) | 21a. INJURY OCCURRED 21f. HOW DID INJURY OCCUR? 
While Nol while 
M, {et work et work O 


Z 
22. t hereby certify that | attended the deceased from: LLENQ ..., 199.../. to Btd £2... 12.3.../.-, that | last saw the deceased 


, and that death occurre at. 4242 from the causes, and on the date stated above. 
{Streel, city, town, stata) DATE SIGNED 


23. BURIAL, CREMATION, OF CEMETERY OR CREi LOCATIONACity, town; ortounty) 


Burial 10/20/1959 Memorial Park @stburg, Maryland 


24. REC'D BY REGISTRAR Pog Be SIGNATURE 25, FUNERAL DIRECTOR'S SIGNATURE ADDRESS 
vite oF BOI Cation LKesag | GEORGE RICHHORN, LONACONING, MD. 


ian, 


sary, please exe 
age 4 should be 


| 
oe 


ge 5 may be retained far your files. 
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le, writing the word ‘‘pending’ 


a 


cute the cerl 
forwarded 


TO FUYERAL 
or removal, 


VS. ATSME(5) 
5M 9/55 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 6 6 4 
MEDICAL EXAMINER'S CERTIFICATE OF DEATH neat R 18 


1 Oe 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before odmitsion) 
a. 


Allegan marviano || ° STE Maryland bCOUNTY Allegan: 


b. CITY ITY OR TO! Ra RUTH oe min, write RURAL c. LENGTH OF STAY IN Ib ¢. CITY OR TOWN {If outside corporote limit, write RURAL ond give nearest town) 
neore 


West of Cumberland Sudden : Cumberland 
d. NAME OF HOSPITAL OR INSTITUTION (IF not in hospital, give street oddress) }. STREET ADDRESS e. Suet 
Hig hwa #49 204 Humbird Street yes) NOE 


3. NAME OF i ie 4. 0, 
Dec First Middle Lost ATE Month Doy Yeor 


oF 
Ciesiocgnan] DORIS LOUISE LEWIS oe OCTOBER 27 1959 
5. SEX 6. COLOR OR RACE [7. MARRIED [3k NEVER MARRIED [-]| B. DATE OF BIRTH 9. AGE (in yon [IFUNDER 1YEAR] IF UNDER 24 HRS. 
leeaiderl Months | Days ] Hours | Min. 


Female White wipoweo[] _—oivorceo(] | Jan. 9, 1940 19 yn. 


during most of working life, even if retired) 4 
Housewife Own Home Short Gap, West Virgini USA 


13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
larence VanMeter Lorena Whitacre 
15. WAS DECEASED EVER IN U.S. ARMED FORCES? 116. SOCIAL SECURITY NO. ]17. INFORMANT ar ree 


— [ae ere Ronald L. Lewis Cumberland, Maryland 


10a, USUAL OCCUPATION (Give kind of work done! 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stole or foreign country) F CITIZEN OF WHAT COUNTRY? 


no 


18. CAUSE OF DEATH [Enter only one cause per line for (0), (b), ond (c).] INTERVAL BETWEEN. 


PART DEATH WAS CAUSED By CRUSHED SKULL SUDDEN 


x DUE TO 
, it any, which Automobile Accident 
lo Immediote coure 
the underlying 
couse lost, ov  -s 
PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)/19. hee 2 a 
PERFORMI 


yes] No [i] 


Xo. ome CAUSE WAS /20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Port II of item 18.) 
or 


PRIMARY ¢ CONTRIBUTING CF 
Ae Soar Fell out _of her car and run over by oncoming car. 
2c, TIME OF INJURY Month, Day, Yeor 20d. INJURY OCCURRED [20e. PLACE OF INJURY (Home, form, 120F. (City oF town) (County) (Stote) 
he While Notwhile©.| _ foctory, street, office bldg. etc.) ? Md. 
1:50pm 0 G19 _5 get work [) ot work CX # 49 i Wes mbes pend aA 
21. I certify that | taak charge af the remains described abave, held an Autapsy (_], Inspection [3 Inquiry [, and find that 
death resulted fram: Natural causes Accident [KJ], Suicide [], Hamicide [], Undetermined cause []. 


* 4 


MEDICAL CERTIFICATION 


7 DATE SIGNED 
wp, CHIEF MEDICAL EXAMINER [1] 


ASSISTANT MEDICAL EXAMINER ["] 
3 


Lpoiseeld Benedict Skitarelic, M.D DEPUTY MEDICAL EXAMINER [9] 


7a. REMOVA (Speci 2%b. DATE THEREOF Wc. NAME OF CEMETERY OR CREMATORY 72d. LOCATION (City, town, or county) (Stote) 
Burial Oct 29,1959 | Abe Cemeter. Mineral County, West Virginia 
23, FUNERAL DIRECTOR'S SIGNATURE ‘ADDRESS Baa. REC'D BY REGISTRAR | 24b, REGISTRARS SIGNATURE 


John J, Ha umberland, Maryland DatE( 59 nitan £ 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 1 0 8 65 
CERTIFICATE OF DEATH Reg. Dist. No. 


1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 


& COUNTALLEGANY manviano || ° “BE NNGYLVANIA b, COUNTY ¥ 


b. CITY OR TOWN {IF outside corporote limits, write |c. LENGTH OF STAY IN Ib c. CITY OR TOWN {If outside corporote limits, write RURAL ond give nearest town) 


CUMBERLAND” 10 DAYS BUFFALO MILLS 15x 


d. me 3 sae = not in hospital, give street address} d. STREET ADDRESS. e. 1S Pesan 
ol ON A FARM? 
MEMORTAL HOSPITAL RT. #1 YES) NOT | 


Reis First Middl Last 4. DATE y 
DECEASED ics eae s - Month Doy ‘ear 


papsoardc!) ANNA MARY LEYDIG on OCTOBER 2 19 59 


5. SEX 6. COLOR OR RACE |7. MARRIED [] NEVER MARRIED [] |8. DATE OF BIRTH . AGE i years [IF UNDER 1 YEARTIF UNDER 24 HRS. 


FEMALE WHITE |wocoweo) __ovorcto(} | NOVEMBER 20 /74/0 “GME [Hoe om Rave 


10a. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired} 
HOUSEWIFE PENN! 


13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 


WALTER SHAFFER HELEN GROSSE 


pe Gears 16. 198. SECURITY NO. INFORMANT WARWICK & MEMORIAL AVENUE 
‘topes -— i ewe . MEMORIAL HOSPITAL - CUMBERLAND, MARYLAND 


1B. CAUSE OF ales [Enter only one couse per line for (0), (b}, and (c)-] UNTERVAL BETWEEN 


PART I. EAS Seay CHRONIC LYMPHATIC LEUKEMIA g MONTHS 
el LEO DUE TO 


Conditions, if ony, which (o 
gave rise to immediote 
couse (a), stoting the under. ( OUE TO 
lying cause lost. (¢) 

Paar I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(o)|19. WAS AUTOPSY 


yes] No &) 


- agers 


‘OR: After this certificate hos been signed by the attending physicion and completely filled in by the funerol 


“C 
us 
> 


Pages 1 ond 2 should be filed 


arbon papers. 
death 


Then please remav: 


|: The law requires that the death certificote be executed within 24 hours af 


the haspital or attending physician. 


20a. ACCIDENT WAS UNDERLYING (] 20b. DESCRIBE HOW INJURY OCCURRED, (Enter nature of injury in Port | or Port I! of item 1B.} 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20F. (City or town) (County) (State) 


Hour a. m. While __ Not while factory, street, office bldg., etc.) | 
p.m. 19 lot work [} ot work [J 1 


21. | certify that | attended the Bars fram,_OCT.,_ 10, .1959_, to OCT. 23, , 1959,that | last saw the deceased 
alive an__ OCT... 1959, and that death accurred ots 


MEDICAL CERTIFICATION, 


ADDRESS (Street, city or tawn, stote} DATE SIGNED 


# 


TO FUNERAL DI. 


RRRSANS DR. SuM<JACOBSON =~ 


9: BURIAL, CREMATION, | 276, DATE THEREOF Zc AME/OF CEMETERY OR GREMATORY 
REMOVAL (Specify 4 
pA“ UK 
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page 3 shauld be detached far use os the burial-transit permit. 


may be retain 


TO HOSPITAL OR ATTENDING PHYSICIAN 


23. F) RAL DIRECTOR'S SIGNATURE, 5 4 RAR 24. REGISTRARS SIGNATURE 


BAH f ” f Onihun £ fins 


am, 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 1 0 86 . 
li 
10872 CERTIFICATE OF DEATH Ree es; 


= cs 
< 3 5 hi 1. PLAGE OF DEATH ~ 2. USUAL RESIDENCE (Where deceosed lived. If inttution: Residence before odmission) 
ts : 8. ° ; b. COUNTY y 
= 32 Allegany dean ennsylvania Bedford v 
= Be b. CITY OR TOWN (If outside corporote limits, write |. LENGTH OF STAYIN Tb || c. CITY OR TOWN ([f outside corporote limits, write RURAL ond give nearest town) 
g RURAL ond give nearest town) aie 
* $2 Cumberland Hyndman PIAS 
bag a 2 d, NAME OF HOSPITAL (tf nat in haspital, give street address) d. STREET ADDRESS ©. IS RESIDENCE 
i} ae L ‘ OR INSTITUTION 5 ON A FARM? 
bias ‘| Memorial Hospital ves fj No () 
ete 6 3. NAME OF First Middle lost 4 DATE Month Day Yeor 
a ae a 
Seg (Type or print) Betty J. Leydig Dead §=October 351959 19 
5, 5. SEX 6. COLOR.OR RACE |7. MARRIED [3B NEVER MARRIED [] |8. DATE OF BIRTH 9 AGE Un years [IFUNDER ae TF UNDER 24 HRS, 
out jonths| Days | Hours | _ Min. 
Pes — Female White |wivoweoQ — odworceoQ) | Nove 20,1922 3 ys 
2 € ae 109. USUAL OCCUPATION (Give kind of work done| 1b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country} 12. CITIZEN OF WHAT COUNTRY? 
g 8 85 ) — dusing most of working life, even if relired) 
& ae Housewife Somerset,Pa. USA 
= 2 3 s 13, FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
B GaNeas Edmund J. Phillippi Mary Mee Shaffer 
8.2268 
= 283 15, WAS DECEASED EVER IN U.S. ARMED FORCES? [16. SOCIAL SECURITY NO. [INFORMANT ‘Address 
fe A fes, m0, oF unknown) CF yes, give wor or dates of service} © 
g off vo | ¥5~+/2- 737 Donald Leydig, Hyndman,Pa. 
Pes 
3° < g = 18. CAUSE OF DEATH [Enter anly one couse per line for (0), (b), ond (c)-] INTERVAL BETWEEN 
a 2 8'5 PART |, DEATH WAS CAUSED BY: 
2 25 z IMMEDIATE Cause (o)_ Generalized abdominal carcinoma, 0 tind ph Psy) 
5 fe? ERG DUE TO , 
a : 
= fe > Conditions, if any, which (oy 
3 3 E 5 gove rite to immediote( 6 
= 26 ‘ 
Sh Supe couse (0), stoting the under: 
v set lying couse lost. (ce), 
ae 5 
2 3g 5 ra Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)|19 fia NN 
SPL2Fo = 
GS855 s yes) no 
gaoco Go 
x = = 
-ou32 5 = | 200. ACCIDENT WAS UNDERLYING []_ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18.) 
Zod ou & | OR CONTRIBUTING [) CAUSE OF DEATH 
Zesgs & |(IF EITHER, NOTIFY MEDICAL EXAMINER) 
2stes & |20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20F. (City or town) (County) (Stote) 
Eoles a hie 9 [While er shite foctary, street, office bldg., etc.) ! 
ese Ss = p.m. lat work [_] at work [] $ 
Gage? i 
Zeivc 21. | certify thot | attended the deceased from_G=23—59 ___ » Woe, 2 OaP =o , 19.__,that | last saw the deceased 
oL£< 82 ‘ 
Ze $ a alive an fell hae Me , and that death accurred at_2]5.M, fram the causes and an the date stated above. 
ae 
76 2 
B38 
Da 
ae 
oo 
Be 
Bcd 
oD 
g = 
ae 


ADDRESS (Street, cily or town, stote) DATE SIGNED 
ACTUAL 
SIGNATUR az (Zl MO. 
OFS 
22 PHYSICIAN'S 
es z NAME (Tyee)__John As Toppar, M.D, 
a se Yo. BURIAL, CREMATION, | 226. DATE THEREOF Zc. NAME OF CEMETERY OR CREMATORY Zd. LOCATION (City, town, or county) (tote) 
roe Betyg yseecity) O ct.6, 1959 Hyndman Cemetery Hyndman, Pa. 
22 y, VA ADDRESS da. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
Vs A15 (4) A H P Ss 
rsa oe = atyey 750 | Citta oh Aiea 


1 MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
1 MRBICAL EXAMINER'S CERTIFICATE OF DEATH 10867 


Reg. Dist. No. 


2. USUAL RESIDENCE (Where deceosed lived. If insfitution: Residence before admission) 
©. STATE b. COUNTY 


UH ET) fh. er Lbegany County 


= Sacred Heart Hospital MARYLAND Maryland Aléegany 
2 b. city os Town Wend corporate ni wie RURAL ¢, LENGTH OF STAY IN 1b ¢. CITY OR TOWN (If outside corporate limits, write RURAL ond give neores! tawa) 
% Cumberland, Md, 5 minutes Mt. Savage 
e 5 d. NAME OF HOSPITAL OR INSTITUTION (If na? in hospital, give street address) d. STREET ADDRESS e@. IS RESIDENCE 
2 a 0 é 2) ON A FARM? 
apes! acred Heart: Hospital Railroad St., P.O. Box 519 |vs[) soxx 
3 s 3 3. NAME OF fl at Middle Let 4 Dare Mowh—~*~*«“‘«é 
eee {Typ or print CATHERINE Teresa LONG —" October __26 _hg- 
6 Be iS 5. SEX 6. COLOR OR RACE |7. MARRIED [-] NEVER MARRIEO [K}| €. DATE OF BIRTH %. = nae IFUNDER TYEAR) If UNDER 24 HRS. 
pad 4 : irthéoy’ oa - 
“OEss Female White wioowen] —owvorcen] | June 26, 1955 4 ym, {Nene Cops (ears aeioe 
aes TOe, USUAL OCCUPATION (Give kind of work done] 105. KIND OF BUSINESS OR INDUSTRY |). | BIRTHPLACE (Stote or foreign country) 2. CITIZEN OF WHAT COUNTRY? 
ze during most of working life, even if retir 
a one ( ate None Cumberland, Md. U.S.A. 
3 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 7 ES = 
ed Harry W. Long Iona A. OSs 
15, WAS DECEASED EVER IN U: S. ARMED FORCES? [16, SOCIAL SECURITY NO. [17. INFORMANT ‘Addrets nak Saale 
[Yeu no, er unknownt it yes, give wor or dates of service) Md a 
No None r. Harry W. Long P.O. Box 519 Mt. Savage 


INTERVAL BETWLERS 
ONSET AND DEATH, 


35-Min. 


18. CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond (c).] 
PART |, DEATH WAS CAUSED BY: 
| __ IMMEDIATE CAUSE (o) GUNSHOT WOUND OF Hap 
119.0 DUE TO 
Conditions, if ony, which e 


gove rise to immediote couse 
(0), stoting the underlying, DUE TO 


aS 


This certificate should be executed within 24 haurs after death. 
g the word ‘‘pending™ in pencil in Item 18. Give Pages 1, 2, ond 3 to the funeral 


e Chief Medical Examiner's Office along with form PM3, Page 5 may be retoined 


TOR: Page 3 shoutd be wsed os c burial-tronsi! permit. File 


couse fort. (a) = 
g PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Ho}|19, Me EH Cech 
Pe 
oO 5 yes[] NO 
S 200. exten AL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURRED. (Enler noture of injury in Por! for Port Hl of item 18.) 
5 |aivenece eo 
= Accidently hot by an eigh ear old broth + 
% | 20c, TIME OF INJURY Month, Dey, Year 20d. INJURY OCCURRED | 20e. yes OF mse (Home, form, 1208, (City or town) (County) (Store) 
a He 6 g While Net while 7) foctary, sireet, office bldg., ele.) | i 
: pm. OCts 26 1959 lot work (J ol work ET] Home o ea < Ma 


S 


8 
= 
5 
a3 
2 
€ 
S 
. 
i 
ce 
S 
€ 
“2 
° 
c 
6 
3 
2 
5 
a3] 
2 
5 
ce 


21. I certify that | took charge of the remains described obove, held an Autopsy [_], Inspection fy]. Teguiry fy], and in my 


& 
& 
:3 
ze 
So BeEE opinion death resulted fram: Notura}-cpuses [_], Accident ff, Suicide [], Homicide [J], Undetermined monner [] 
wseee ie 
asso 
ae ACTUAL Z Mop, CHIEF MEDICAL EXAMINER [] Lassa! 
‘eg .D. 
=e ‘’ = a a ASSISTANT MEDICAL EXAMINER [7] 
1 EXAMINER'S 
EUPEs Named Benedict Skitarelic, M.D. os DEPUTY MEDICAL EXAMINER , fe" >. 
aaeze Tio. BURIAL, CREMATION, [22b, DATE THEREOF Tic. NAME OF CEMETERY OR CREMATORY Fd, LOCATION (City, town, of county) (tote) 
ogre, Burial” | 10/29/59 |St. Geo. Episcopal Mt. Savage, Maryland 
e**o : «Ep p * age, Mary 
vs 


23. FUNERAL DIRECTOR'S SIGNATURE ADORESS fr REC'D BY REGISTRAR [Pa ee *? SIGNATURE 
itn J, Mire 


seaDe \ Charles L. George Cumberland, Marylan 


oareOCT 2 9 '59 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 ae 6 ‘ 6 
10874 CERTIFICATE OF DEATH pepe. 10868 


mad 
1 


oh ; 
- 3 Fhe 1. PLACE OF DEATH 2, USUAL RESIDENCE (Where deceosed lived. If insitution: Residence before admission) 
5 68 : °. °. . 
* 38 Ni any Pees? Maryland ® COUN Allegany 
= ° Nd “ 'b. CITY OR TOWN (If outside corporate limits, write ¢, LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporate timits, write RURAL and give nearest town) 
g sf RURAL and give nearest tawn} 
; eS Cumberland 2 hrs. 02s Cumberland 
2 2 d. NAME OF HOSPITAL (tf nat in hospital, give street address) d. STREET ADDRESS e. IS RESIDENCE 
ing eye OR INSTITUTION f ‘ ON A FAR 
a5 __Sacred Heart Hospital 319 Avirett Ave. ves F) NoRK 
2 
= o a. eon First Middle lost 4 al Month Day Year 
oT : i a 
= 3 ypeser print Frederick _Anthon Luhrman DEATH 10/ 17.1959 
& 5. SEX 6. COLOR OR RACE [7. MARRIED [Jf NEVER MARRIED [-] | 8. DATE OF BIRTH 9. AGE (In years [IF UNDER 1 YEAR] IF UNDER 24 HRS. 
lost birthday) [Months] Doys | Hours] Min, 
White wivowep [] DivorceD 1] 7-27-1891 yrs. 


11. BIRTHPLACE (State or foreign country) 12. CITIZEN OF WHAT COUNTRY? 


10a. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY 
during most of working life, even if retired) S e 
Retired Blacksmith |B. & 0. Rwy. Cumberland, Md, U.S.Ae 
J. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
Alphonsus Luhrman Margaret Huffman 


15. WAS DECEASED EVER IN U.S, ARMED FORCES? 
Yer, no, or unknown) | (GF yet, give wor or dates of servicw) 


Yes W.W.# 2 


18. CAUSE OF DEATH [Enter only one couse per line for (0), (b). and (c}-] 


in 72 hours after death. 


16. SOCIAL SECURITY NO. INFORMANT Address Cumb e ra a nd Md 
Mrs. Helen R. Luhrman 319 Avirett Avé., 


INTERVAL BETWEEN 
PART. DEATH Wes se. Cononary oeelusiom 


3 NE aay" 
440.0 DUE To 


Conditions. if ony, which » Arteriosclerotic and coronary heart disease 2 years 


gove rise to immediote 


lease remove carbon papers. 


€ 

& 
ay 
fe 


3 
5 
: 
é 
> 
2 
5 
gs 
2 
z 
5 
x) 
3 
& 
€ 
2 
o 
c 
4! 
3 
ig 
Ki 
5 
= 
5 
3 
2 
3 
a 
5 
‘Dm 
2 
e 
e 


permit. 


‘OR: After this certificate has been signed by the attending physician and campletely 


couse (o}, stoting the under- ( DUE TO 

§ lying couse fast. {e) 
a fe Parr Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)|19. Tae ‘ 
z Q 
at 4) 3 yes{] NOG] 
a = [200. ACCIDENT WAS UNDERLYING 1) | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | or Part I! of item 18.) 
eS & | OR CONTRIBUTING L] CAUSE OF DEATH 
: © |((F EITHER, NOTIFY MEDICAL EXAMINER) 
i) & |20c. TIME OF INJURY Month, Day, Yeor [20d. INJURY OCCURRED —[20e. PLACE OF INJURY (Home, farm, | 20F, (City or town) (County} {Stote) 
5 re Hour a. m. While Nat while foctory, street, office bldg.. etc.} ! 

3 \ 
3 = p.m. 19 lat work [] at work { 
is 
9 
2 
° 
c= 


ADDRESS (Street, city or town, state) 


sic eee ee Maas no 62 Greene Ste roe ae 


# 


page 3 should be'detoched for use as the burial-tran 


TO HOSPITAL Of, ATTENDING PHYSICIAN: The low requires that the deoth certificate be executed within 24 hours al 


€ 
2s | PHYSICIAN'S " 
23 NAME (Type) Ralph W, Ballin M.D. 

4 
3 Zz ‘220. BURIAL, CREMATION, | 22b. DATE THEREOF ‘Zc. NAME OF CEMETERY OR CREMATORY ‘2d. LOCATION (City, town, or county) {Stote} 
e= } Sunset Memorial Park |Cumberland, Maryland 

2 23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS 2da. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 


Charles L. George Cumberland, Md. pare OCT 21 '59 Chin Se 


Se 


25 
25 


1 MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
AL EXAMINER'S CERTIFICATE OF DEATH 
FOR STATE HRY as Reg. Dist, No. 


HEALTH DEPT. 1, PLACE OF Sedeul deceosed lived. If institution: Residence Bae, Teale 


* g. COUNT 
— i egex iiatvoie : Lise Wa 


Page 


on — 
b. fours OR hence Ene corporate limits, write RURAL ¢. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside corporate limits, write RURAL ond give neorest town) 
‘end give nearesl Town) 


mberLand 1 hour ___Hagerstom ss X#/ dD S-s = wv 


d. NAME OF HOSPITAL OR INSTITUTION (If nat in hospital, give street oddress) d. STREET ADDRESS e. IS RESIDI 


ON A FARM? 
00 Mitchell Ave 


lost 4. DATE 
OF 


gee pein) DONALD Linwood _ USHBAUGH _ oe. *OatGber 1.0 
5. SEX 6. COLOR OR RACE }7- MARRIED] NEVER MARRIED oO 8. DATE OF BIRTH 9. AGE (in years IF UNDER 1YEAR| IF F UNDER 24 HRS. 
Joat birthday] sshd lg Hours | Min. 


fale hite winoweo [7] pivorceo [] Feby 6 1934 25. 


ry, please 
jeolth, 


rt. 


2) 


2, ond 3 ta the funeral & 


"s Office ofong with form PM3. Page 5 may be retained for your files. 
3. 


ro) 
q 


If any delay is m 


100. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. SIRTHPLACE (Stote « or foreign country) Ma h2. CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired} . 
ruck Drive rucking ___Hagerstown Wash Co 


\ FATHER'S NAME 14, MOTHER'S MAIDEN NAME 


Howard Lushbaugh : Mary Johnson __ 
“8 WAS ee a IN U.S. . once 16, SOCIAL SECURITY NO. }17. INFORMANT Addren 
seal A Fae gia eaetir ta) 
na a ae 16-30-5287 |___ Clarence Lushbaugh, Hagerstown, Md, 
18. CAUSE OF DEATH [Enter only one covte per line for (0), (b). ond (c).] INTERVAL ACT WEEN 
ONSET AND DLATH 
PARY |. DEATH WAS CAUSED 8Y: 


IMMEDIATE CAUSE (o) __Crushed chest, Broken back _ : _3_hrs.. 


K QUE TO 


Conditions. if ony, which (e) _Pimned_in cab of wrecked truck _ _2_hrse 
gove rise to immediote cours 

{0), stoting the undarlying( CUETO 

couse tos, + 


PART I, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1[o)|19, W. 
YES 


Item 18. Give Pages 1. 


miner’ 


te should be executed wifhin 24 hours ofter death. 


UTO! 
PERFORMED? 


yes) NOTE 


200. EXTERNAL CAUSE WAS. 20b. DESCRIBE HOW INJURY OCCURRED. {Enter noture of injury in Port I or Port 1) of item 18.) 


Eee ESTE INITING Q ie 
Ce ___Truek wredk_, pinning him in cab (outst contm/. hb ie. 
200, TINE OF INJURY Month, Doy. Yeor ]20d. INJURY OCCURRED |70c- PLACE OF INJURY (Home, form, | 20f. (City or town) (County) (State) 
Hour oo, m. While /_ Not while factory, street, office bidg., etc.) } 
230 pm. 0 () 1969 Jot work fF] ot work [) QO Nea Combe 


MEDICAL CERTIFICATION 


and i = Md 


21. I certify that | took chorge of the remoins described obave, held an Autopsy ([], Inspection fd. Inquiryy_}. and in my 


apinion death resulted from: Notural cayses O. Accident i. Suicide [J], Hamicide [1], Undetermined manner (| 
, 


¢ 
, 
ACTUAL DATE SIGNED 
SIGNATURE, 559 de. d Th ap, CHIEF MEDICAL EXAMINER [] 


ASSISTANT MEDICAL EXAMINER [_] 


ate, writing the word “‘pending™ im pencil 


‘oO 
zy 
3 
8 
© 
Pt 
= 
a 
° 
= 
= 
¥ 
n 
a] 
S 
6 
5 
3 
& 
9 
a 
2 
i 
ig 
= 
o 
a 
& 
2 
cy 
"e 
5 
5 
° 
2 
s 
Eg 
© 
5 
eg 
> 
3 
s 
” 
° 
® 
5 
2 
& 
5 


‘orded to the Chief Medico! Exa 


4 


TO FUNERAL Di 


EXAMINER'S 


NAME (ype) Boned 4 M D DEPUTY MEDICAL etude 4 October. 10, 1959 


To. BURIAL, CREMATION, [22b. DATE THEREOF . NAME OF CEMETERY OR CREMATORY figs LOCATION (City, town, oF county) {Stote) 


Burial | 10/13/59 Rose will Cemetery agerstown Wash Co Md 


23. FUNCRAL DIRECTOR'S SIGNATURE ADDRESS. 240. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
VS. AlSME 


oa Andrew K. Coffman Hagerstown ita. ee oe ae 


ar its designoted ogent, prior ta buriol, cremation, or removal, and in any event within 72 hours offer death. 


execute the ¢: 
4 should be f 


—— 


TO DEPUTY MEDICAL EXAMINER: This certifi 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 : 
10876 CERTIFICATE OF DEATH ee 108 0 


~ 
o 3 z 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceoted lived. If institution: Residence before admission) 
ef. § 9. Rain °. b. COUNTY 
3 ALLEGANY MARYLAND 
es 44 
= ore b, CITY OR TOWN (If outside corporote limits, write | ¢. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
g sf RURAL ond eR neorest town) 
> ee CUMBERLAND 4 DAYS || X _LONACONI NG 
A Eee 
by 2 = ot d. oe or we (If not in hospitol, give SME PORE AL & d. STREET ADDRESS: e. Presid 
z gx 060 MORTAL HOSPITAL WARWICK AVES. 82 DOUGLAS AVENUE EO Noo 
ca] ct 
* 4 bla 1. NAME OF First Middle Lost 4. DATE Month Oay Yeor 
ay Se DECEASED OF 
a 87 (Type or print) WILLIAM LYDEN bea OCTOBER 28 19 
. Es 
ove) S. SEX 6. COLOR OR RACE 7. MARRIED [] NEVER MARRIED [-] |8. DATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEAR]IF UNDER 24 ARS. 
3 3 o lost birthdoy) [Months] Days | Hours] Min. 
= 2 Z MA LE WHI TE WIDOWED. fe] DIVORCED DECEMBER yrs. 
= € ac 100. USUAL OCCUPATION {Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
3 Bae 3 during mos! of working life, even if retired) 
8 Bes ETIRED Coal Miner BARTON, MO. U. S. A. 
£ 2s 13, FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
© 586 
Butera MICHAEL LYDEN Sarah Haughton 
eS os 8 Me WAS ns Shan ee: Soe rons 16. SOCIAL SECURITY NO. INFORMANT Address 
=) sat fe. 0, oF unknown) give wor oF date of Levies 
§ of |e 215-16-488 MEM 
ca aes ORIAL HOSPITAL - CUMBERLAND,MO, 
> 28 18. CAUSE OF DEATH [Enter only one couse per line for (0, (b), ond (€)-] INTERVAL BETWEEN 
3 205 PART 1, DEATH WAS CAUSED BY: : an4 pba ae 
2 °¢g- ee MMEDIATE CAUSE fo) ACute Left Ventricular Failure immediate 
5 fe? “aol DUE TO 
2) oe Conditions, if ony, whi ij i i 
3 if ony, which Posterior myocardial infarction with corona: 
$ RES gove rise to immediote o = 
‘57 AS are, couse {0}. stoting the under. ( DUE TO occlusion 
fstst lying couse lost. (a Coronary Arteriosclerosis 
£6 pzinig Seu milosty 
5 g 3 5 5 Part ti, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(o)|19. Roar beecnens 
Psors Ole 
£458 g F P 
shavb i218 re] Silicosis ves NO 
2 v 
24 3 5 = 20a. ACCIDENT WAS UNDERLYING 1) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 1B.) 
Zo bee & JOR CONTRIBUTING [) CAUSE OF DEATH 
ag JE o © {UF EITHER, NOTIFY MEDICAL EXAMINER) 
g 3 5656 & ]20c. TIME OF INJURY Month, Doy, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20f, (City or town) (County) (Stote) 
eno 8 8 3 Hour 0. m. ek white, q Not vile foctory, street, office bldg., etc.) | 
E5E7§ = p.m, lot work [] at wor 
O55 4 5 
zee 3s 21. | certify that | attended the deceased fram October 2hi,., 19.59, to_October 28,, 19. _5Qhat | last saw the deceased 
82 ' } 
gies 3 3 alive an__Vctobe f 28, = BP os and that death accurred at3,00PM, fram the causes and an the date stated abave. 
Rees ; © ADDRESS (Street, city or town, stote) DATE SIGNED 
2 4 , 
< a CTUAL ho A 4 
1S: 5 SIGNATURI aC, ¢ ———..u0-50_ Pershing St. Cumberland, Md. 10/30/59 
Ra / > : —— 
zs a PHYSICIAN’! 
Ziq ppacan’s (DR SA ACOBSONMDw— 4 
3 33 2 ? ‘To. BURIAL, CREMATION, 7b. DATE THEREOF Zc. NAME OF CEMETERY.OR CREMATORY 72d. LOCATION (City, town, or county) (Stote) 
Ez Pe Bayar” | 10/31/59 |St Marys vemetery Lonaconing, Md. 
Op ok 
- - 


23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS 24a. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
George Eichhorn Lonaconing, Md. pate NOV2 "59 vA 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


10877 CERTIFICATE OF DEATH 40844 


oad 


Reg. Dist. No. 
RCATE IGE DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before edmission) 
e: CASTS b. COUNTY P . 
Allegany BARVEANE. wa Va, Mineral L 
b. CITY OR TOWN (If autside corporate limits, write i LENGTH OF STAY IN ib ¢. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 


RURAL and give nearest town) 
hrs. Ridgeley, W. Va. 


d. NAME OF HOSPITAL (If nat in haspital, give street address) | d. STREET ADDRESS ; e. IS RESIDENCE 
ON A FAR 


OR INSTI 
2_Jones St, 


~ Page 4 


OR: After this certificate has been signed by the attending physician and campletely filled in by the funeral director, 


sacred Heart Hospital 


|. NAME OF First Middle last 4. DATE 
DECEASED 


OF 
(Type or print) Englebert: Maiers DEATH 
ak COLOR OR te MARRIEWLD NEVER MARRIED [[] | 8. DATE OF BIRTH 9. AGE (In years [IF UNDER 1 YEAR| IF UNDER 24 HRS. 


last birthday} 
White —|wiowen] _ divorceo 1-31-96 63. 


10a. USUAL OCCUPATION (Give kind of work rahe KIND OF BUSINESS OR INDUSTRY | 11. 8IRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 


during most of working life. even if retired) 
Retired Yard Forema W. Md. Rwy. Cumberland, Md. U.S.A, 


FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
Adam Maiers Catherine Zetz 
5. WAS DECEASED EVER IN U. S. ARMED FORCES? /16. SOCIAL SECURITY NO. INFORMANT Address 


Yon, no, oF vnknewn oe moe 0 das oF sevice) Ridgele W.VA. 
“Yes, woe Role oat Mrs. Margaret H. Maiers 2 pants BL: 


18. CAUSE OF DEATH [Enter only one couse per line far (a), (b), and (0 Ret Le 

PART I, DEATH WAS CAUSED BY: ba opel cle ee ce 

IMMEDIATE CAUSE {o! 
5 78xX DUE To 


Canditions, if ony, which ) 
gave rise ta immediate | 


Pages | and 2 shauld be filed with 


Then please remave carban papers. 


the registrar priar ta burial, cremation, ar remaval, and in any event within 72 haurs after death. 


cause (a), stating the under. ( DUE TO 
jlusng/e ureter © 
Pant Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)|19. WAS AUTOPSY 


yes] NO 


20a. ACCIDENT WAS UNDERLYING []__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Part 1 or Port tl of item 18.) 

OR CONTRIBUTING C1 CAUSE OF DEATH 

{IF EFTHER, NOTIFY MEDICAL EXAMINER) > 

20c. TIME OF INJURY Month, Day, Yeor |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20f. (City or tawn] (County) (Stote) 
Figur weiss ; sa as foctory, street, office bidg., etc.) | 


MEDICAL CERTIFICATION, 


21. | certi 4 Pde 5 f.thot { lost sow the deceosed 
olive on_ = yi dd that dedfh occurred at_____=_. :.-M, from the couses ond on the date stoted obove. 


() ADDRESS (Stre), ci DATE SIGNED 
SENATURE hn M.D. yates pea ee 


Namtiyees Blaine M, Schindler M,D, 


‘Zo. BURIAL, CREMATION, | 22b. DATE THEREOF 2c. NAME OF CEMETERY OR CREMATORY ‘22d. LOCATION (City, town, or county} (Stote) 


durtat” | 10 20/59 est Lawn Burial Park | Cumberland, Maryland 


23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS 2da. REC'D BY REGISTRAR | 24b, REGISTRAR'S SIGNATURE 


H. Wayne George Cumberland, Md. pa OCT 21 '59 Cnthun £ Kaisa 


the haspital ar attending physician. 


ag 


page 3 should be ‘detached far use as the burial-transit permit. 


i 


may be ret 
TO FUNERAL D 
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MARYLAND. STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 e 
CERTIFICATE OF DEATH at A 0872 


onal 


~~ ve — 
$ 3 y 2, USUAL RESIDENCE (Where deceosed lived. If institution: Residence before odmisson) 
& £3 marvann f° ary] and > Oe Le y 
£ os i. b. CITY OR TOWN (If outside corporate limits, write | c. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporate limits, write RURAL of neorest town) 
8 3a RURAL ond give nearest town) nas s 
> rostburg lifetime  |22Frostburg 
= oe d. NAME OF HOSPITAL (If not in hospital, give street address) d. STREET ADDRESS x 4 @. 1S RESIDENCE 
ca x OR INSTITUTION } : #3 ON A FARM? 
= 47 Centennial Street 47 Centenial Street ves] Nok) 
5 3. NAME OF First Middle Lost 4. DATE Month oly Yeor 
3 (type or print GILES F. MAUREY DEATH 10 231959 
3 ° 
Qa 
. i 7. . 9. IF UNDER ? YEAR] IF UNDER: RS. 
3 5. SEX 6, COLOR OR RACE |7. MARRIED] NEVER MARRIED [] | 8. DATE OF BIRTH AGE ln yeors IEUND jeeAg UN a zi 
4 M W wibowep (] oworceo[] | 8-17-1904 55 ys. 
ae 100. USUAL OCCUPATION (Give kind of work done} 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stole or foreign country} 12, CITIZEN OF WHAT COUNTRY? 
sé __ during most of working life, even if retired) . 
23 Machinist Allegany Ballistics Frostburg U.S.A. 
Z o 13, FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
o Oy Joseph Maure Mary Winner 
3 1S, WAS DECEASED EVER IN U. S. ARMED FORGET 16. SOCIAL SECURITY NO. 17. INFORMANT Address PPO S tburg, Md. 
nto, or Unknown) | (Hyon, iva wor of date of sors 
es | ane lirs, Carmen Maurey,47 Centennial St., 


18. CAUSE OF DEATH [Enter only one couse per li 


PART 1. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (0! 


for (0), (b), ond {c).] 


INTERVAL BETWEEN 
ON 


Then please re 


R: After this certificate has been signed by the attending physician and campletely filled in by tl 


d, t 
‘det 
rt br 


Oo 
o 
& 
< 
= 
B 
é {20.1 DUE TO ; 
é nies U 4 
22 Conditions. if ony, which a 
Fe : (ee 
Eo gove rise to immediate Oy 
gc couse {o), stoting the under. ( DUE TO 
e* eV lying couse tost. {c}. 
ee ering outs lost: 
Bese - Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH 8UT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0]|19. WAS AUTOPSY 
is 7 g a) 5 ves NO 
gees & |200. ACCIDENT WAS UNDERLYING D]__|20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | or Port WW of item 1B) 
38e5 & [fi citer, NOTIEY MEDICAL EXAMINER? 
Eves S ‘ 
2 = a T 
585 * & [20c. TIME OF INJURY Month, Day, Yeor [20d. INJURY OCCURRED [20e. PLACE OF INJURY (Home, form, |20F. (City or tawn) (County) (Stote 
BU es 6 Hour. m. While Not while foctary, street, office bldg.. etc.) | 
skit Z p.m. 19 fot work [1] of work [J Oi ' 
Syos ” iy i a = 
See 21. | certify that | gltended the deceased from Lott? S-2-_., WIY, 10. LILY 2.3, 19.9 F that | lost sow the deceased 
£ > 4 .. og 
ry $ alive on_ i Egil == Ww, and that death occurred or. 222 _M, fram the causes and on the date stated abave. 
£ 


ADORESS (Street, cit town, stote} 
ACTUAL 
SIGNATURE. } es MO. fa af EF. oh -- fm, Wl 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires thot the death certificate be executed within 24 haurs ¢ 


28 G Z 
$23? Nit 2 0/1 KLIP kd 2 he OA A 
iS Zz ° e 2c. NAME OF CEMETERY OR CREMATORY Td. LOCATION (City, town, or county) 
Bares < Buria O-26=59 Ss y haels Cemet os th Nid 
- 


e Y 9 

23. FUNERAL DIRECTOR'S SIGNATURE S 240. REC'D BY REGIS! 2ab. Re tS) TRAR'S: SIGN 
yey ts apf afer Furf8¥81 Home tT BY TES Ci 

15M 10/57 (iulad, /f U4 Af? ain ostburg, Md. |r 


10878. 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18° 
CERTIFICATE OF DEATH 


10873 


Reg. Dist. No. 


13. FATHER’S NAME 


14, MOTHER'S MAIDEN NAME 


A 
& 1. PLACE Calc 2 mite RESIDENCE (Where deceased lived. If institutian: Residence before admission} 
o a, COUN’ A b, COUNTY 
e ALLEGANY MARYLAND "MARYLAND ALLEGANY 
= 3 b. teres TOWN (If outside oo limits, write c. LENGTH OF STAYIN Ib c. CITY OR TOWN (If autside corporate limits, write RURAL and give nearest tawn) 
xe, ne st town! 
ea COMBERCANDS | DAY MT. SAVAGE RT. # 1 BOX 425. 
MEE oda | Tagen hone rm om HERON TAL & ‘ae ae "RP 
e MEMORIAL HOSPITAL WARWICK AVES. RT. # | BOX 425 ves] No GL_/ 
5 . petudg First Middle Lost 4. eee Month Doy Year 
3 Ciype or pent) GLEN E. MC_GILL vam __OCTORER _2B __»_5 
2 5. SEX 6. COLOR OR RACE |7. MARRIED [X NEVER MARRIED [] | 8. DATE OF BIRTH 9. AGE (In year IF UNDER Te If UNDER Bn S 
= 4 
WHXXE WHITE |wioowen]) — olvorceo JULY 14 on 
10a. USUAL OCCUPATION (Give kind of wark dane] 10b. KIND BUS} OR INDUSTRY | 11. BIRTHPLACE (State ar foreign country) 12, CITIZEN OF WHAT COUNTRY? 
during most of Wa? life, even if ratired) 
J }_ketirep Caspinders wey CUMBERLAND , Us Sa An 


EDWARD MC GILL 


SUSAN HAINES 


15. WAS DECEASEDEVER IN U. S. ARMED FORCES? 
(Yes, sey or unknown) UF yes, give war or dates of service) 


ey 


16. SOCIAL SECURITY NO. 


Address 


INFORMANT 


PART 1. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (0) 


DUE TO 


Then please remave carban papers. 


Pans 

of 
Conditions, if ony, which (0 
gove rise ta immediote 


INTERVAL BETWEEN 
ONSE] AND DEATH 


and in any event within 72 haurs aft 


cause (a), stoting the under. ( CUETO 
“ lying cause last, (©) 


OR CONTRIBUTING [1] CAUSE OF DEATH 
{IF EITHER, NOTIFY MEDICAL EXAMINER} 


Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a) 


19. WAS AUTOPSY 
PERFORMED? 


ves] No 


200. ACCIDENT WAS UNDERLYING (1 2b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Port | ar Port I! af item 18.) 


20c, TIME OF INJURY = Manth, 
Hour o. m. 
p.m. 


21. | certify 


Day, Year | 20d. INJURY OCCURRED 


While Nat while 
jot work [1] of work 


MEDICAL CERTIFICATION 


OR: After this certificate has been signed by the attending physician and campletely filled in by the funeral 


the haspital ar attending physician. 
be Wetached far use as the burial-transit permit. 


208. PLACE OF INJURY (Home, form, 1 20F. (City ar town} 
factory, sree, office bldg. etc) | 


at [ig the deceased fram,.__.JANUARY. 


(County) (State) 


= f TG Te Mo tA FOR... 1257, that | last saw the deceased 


* 


the registrar priar ta burial, crematian, ar remaval, 


may be retai 
page 3 shauld 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours a 


TO FUNERAL OI 


Zs 
=> 
Ra 
ye 
8s 


olive on__OCCF Of 9d. 19. 7., and that death ara at_{230 $RMrom the causes and an the date stated abave. 
ADDRESS (Street, city or tawn, stat DATE SIGNED. 

ACTUAL 
SIGNATURE__> Fy MO, __...__Lf/A fos nee A Lays 
PHYSICIAN'S 
ie Se ah ie ol?! 5 Le ee eee a 

AL, CREMATION.| 22b. DATE, THEREO! Tic. IYAME OF CEMETERY OR CREMAT 22d. LOCATION (City, town, unty) aw Oh 

KOVAL (Specify) Wj G “Chan! aw a 

tar eid vA 
rare R'S SIGNATURE ¢, fos 2aa. REC'D BY ae 2: ea S SIGNATURE 
, Pe r 1 P 
a L CaO ames n DATE NOV 3 39 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


10879. CERTIFICATE OF DEATH Rep. Dist. wt 0874 


= 


x «£ 
& : PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before odmission) 
2 3 0. COUNTY RAR TUeD ©. STATI a b. COUNTY she 
: ALLEGANY MARYLAND ALLEGANY 

3 3 b, CITY OR TOWN (If outside corporate limits, write] c. LENGTH OF STAY IN 1b c. CITY OR TOWN {If autside carporote limits, write RURAL ond give nearest tawn) 

8 RURAL ond give nearest town! 

ap 2 CUMBTRLAN 2 DAYS |lo- CUMBERLAND 

¢ 35 2 d. NAME OF HOSPITAL {If not in hospital, give street oddress) d. STREET ADDRESS e. 5 ene 
re ‘ OR INSTITUTION f a > a 
a SACRED HEART HOSPITAL BOLE GEPHART DRIVE 6 so No 
6 3. NAME OF First Middle Lost ‘4, DATE Month Dey Yeor 
= DECEASED | F 
- {Type oF print JOHN REX MILLER veatH = OCTOBER —16 19_59 
S S. SEX 6. COLOR OR RACE |7. MARRIEMIXINNEVER MARRIED [] | 8 DATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEAR] IF UNDER 24 HRS. 
= lost birthdoy) [Months] Days | Hours] Min. 
‘ MALE WHITE wivowep [} DIVORCED [] JAN. 19,1898 61 yn. 
a. 10a. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
Res during most of warking life, even if retired) S 
cs hief Clerk to Supt. B.& 0. Shops Baltimore, Md. U.S.A. 
3 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
EUGENE MILLER (DECEASED ) SUSIE 0*Neal (DECEASED ) 
e 1S. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. INFORMANT adres Cumb. Md 
(Yes, 90. oF unknown) {It yee, give war or dates of service) . 


Mrs. Viola M. Miller 804% Gephart Drive 


INTERVAL BETWEEN 
ONSET AND DEATH 


Yes, W.W.# 1 
18, CAUSE OF DEATH [Enter only one couse per line for {0}, {b}. and {c).] 


PART I. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE {o} 


4G7X% DUE TO 


Conditions, if any, which o Cree ae, | of mre 


ove rise to immediot 
9 mediote x 
xs ArP4L4 


cause (0), stoting the under- 
lying couse lost. © Te oe AV wR 


Then please remay, 


the registrar priar ta burial, crematian, ar remaval, and in any event within 72 


ENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours 


OR: After this certificate has been signed by the attending physician and campletely filled in by the funeral directar, 


e 

° 

a Ps Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THETERMINAL DISEASE CONDITION GIVEN IN PART 1(0)|19. WAS AUTOPSY 
ES ome i 

= Cls yes] No 
ra = | 200, ACCIDENT WAS UNDERLYING []__ | 20b. DESCRIBE HOW INJURY OCCURRED. {Enter noture of injury in Port ! or Port tl of item 1B.) 

ss & | OR CONTRIBUTING [1 CAUSE OF DEATH 

2 & | (IF EITHER, NOTIFY MEDICAL EXAMINER) 

3 & [20c. TIME OF INJURY Month, Day, Yeor | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20f. (City or town) {County) {Stote) 
5 a Hour o. m, While Not while: factory, street, office bldg., etc.) 4 

s Sg lot work [[] of work 

“S 

2 

3 

gS 

© 

= 


ACTUAL 
SIGNATURE. Py : 


*: 


page 3 shauld be’ detached far use as the burial-transit permit. 


% 
Oca | 

<a mucian’s oR, Rhett Rathbone M.D. 

= a s 

Fe E 2 Zo. SEUOVAT ET 22. DATE THEREOF ‘Tic. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, or county} (Stote) 

Bue Buriatz 10/19/59 Rose Hill Cemeter Cumberland, Maryland 

Ke F 23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS 2da. REC'D BY REGISTRAR | 24b, REGISTRAR'S SIGNATURE 

Sea Charles L. George Cumberland, Md. pate BET \2 0 '59 Cnthan £ te. 


* Page 4 


Pages 1 and 2 should be filed with 


Then please remave corban papers. 


ENDING PHYSICIAN: The law requires that the death certificate be executed within 24 haurs a 
the registrar priar to burial, cremation, or remavol, and in any event within 72 hours ofter death. 


he haspital or attending physician. 
TOR: After this certificate has been signed by the ottending physician ond completely filled in by the funeral director, 


#. 


page 3 should be detached far use as the burial-transit permit. 


TO HOSPITAL O} 
may be retaine 
TO FUNERAL DI 


VS AIS (4) 
15M 9/58 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 :) 08 ” Pe 
10880 _ CERTIFICATE OF DEATH ie dee 


1, PLACE OF DEATH 2, USUAL RESIDENCE {Where deceosed lived. If institulion: Residence before admission) 
. COUNTY 0. STATE b. COUNTY 


A LLEGA NY. MARYLAND 
b. CITY OR TOWN {lf is Sree limits, write} ¢. LENGTH OF STAY IN 1b c. CITY OR TOWN (f outside corporote limits, write RURAL and give nearest! town) 
CUMBER ARIS 3 DAYS 52. CUMBERLAND 

da. Isle OF io (If not in hospital, give street oddress) d. STREET ADDRESS e. pape re | 

f ‘A FARM’ 
MEMOR'PXL HOSPITAL MEMORIAL AVE. 525 MARYLAND AVE. ves (NOD 
Loa First Middle Lost 4. a Month Day Year 
{Type oF Pin EL1ZABETH eos oes 


l & 1959 
7. MARRIED []} NEVER MARRIED [[} | 8. DATE OF BIRTH 9. AGE (tn years [IF UNDER 1 YEAR] IF UNDER 74 ARS. 


5. SEX 6. COLOR OR RACE AGE (in yaar 
FEMALE WHITE |wiowen CX _ pivorceo 4/15/1882 Tl Pas earths se jp sae ea. 


10a. USUAL OCCUPATION (Give kind of work ae KIND OF BUSINESS OR INDUSTRY ]11. BIRTHPLACE (State or foreign country) 12. CITIZEN OF WHAT COUNTRY? 


during most of working life, even if retired) 
ing life, even if retire Ownhome St. Thomas, Pa. U.S.A. 
14. MOTHER'S MAIDEN NAME 


MARGARET CONNOR 


INFORMANT Address 


MEMORIAL HOSPITAL, CUMBERLAND, MD. 
PART |. DEATH WAS CAUSED BY: 


for fo), {b], and (g?.] 
‘ IMMEDIATE CAUSE (0) 
5 4 DUE TO y i 
Conditions, if any, which ) 4. 


gove rise to immediate 


13) FATHER'S NAME 


AMBROSE RICKER 


1S. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. 
(Yes. no, oF unknown} | (HF yes, give wor or dates of service) 


18, CAUSE OF DEATH [Enter only one cause 


Lo 


cause (0), stoting the under. ( OVE TO 
lying couse lost. ) 
5 Parr Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)]19. WAS AUTOPSY 
- 
c¢) 5 yes] NO 
 [200. ACCIDENT WAS UNDERLYING C]__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nolure of injury in Port | or Port II of item 18.) 
& | OR CONTRIBUTING L] CAUSE OF DEATH 
1 | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
, 
& [20c. TIME OF INJURY Month, Doy, Yeor | 20d, INJURY OCCURRED 206. PLACE OF INJURY (Home, farm, | 20F. (City or town} (County) {Stote) 
a Hour 0. m. While Not while foctory, street, office bldg., etc.) | 
= pm. 19 lat work [1] ot work i 
21. | certify that 1 attended the deceased from__LO/15/59--—. TSS ie ae , 1%__,that | last saw the deceased 
alive on__10 ‘<a 19__f/_\., and that death accurred atl 150A WM om the causes and an the date stated above. 


DATE SIGNED 
ACTUAL 
SIGNATURE 
Gi 
I T Sc ie 
PHYSICIAN'S r 
NAME (Type) TONE fe ev n"Haen Wd Pw 
20. BURIAL, CREMATION, | 22b. DATE THEREOF Zc, NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, or county) (Stote} 


Burial” ” | 10-21-59 | Hillcrest Burial Park Cumberland, iid. 


23, FUNERAL DIRECTOR'S SIGNATURE ADDRESS 24a. REC'D BY REGISTRAR | 24b. REGISTRARS SIGNATURE 


James F. Scarpelli Cumberland ,\d. CABLT 22 '59 Cuithen £ Hint 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 0 ” c 
CERTIFICATE OF DEATH . 10876 


=i 


Reg. Dist. No. 
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institutian: Residence befare odmission) 


aceon se saeco a. STATE Maryland b. COUNTY Allegany 


b. CITY OR TOWN {If outside corporate its write | c. LENGTH OF STAY IN Ib c. CITY OR TOWN (If cutside corporote limits, write RURAL and give nearest tawn) 
RURAL and give neorest town) 
Cumberland A Cumberland 


d. NAME OF HOSPITAL (IF not in hospitol, give street address) yd. STREET ADDRESS e, 1S RESIDENCE 
‘OR INSTITUTION ON _A FARM? 


Sacred Heart Hospital 209 Piedmont Avenue yes NO 
. NAME OF First ie Lost { — Month Day Yeor 


jicectar, 
filed with 


a paged 


icate has been signed by the attending physician and completely filled in by the funerol di 


So 
o 


DECEASED | 
{Type ar print) 4 Ql DEATH 19 


5. SEX t COLOR OR RACE |7. MARRIEDESE NEVER MARRIED [] | 8. DATE OF BIRTH 9. AGE (In years [IF UNDER 1 YEAR] IF UNDER 74 


Male White |woowot  ovorceo | _8/8,~-1909 Born Saeed | al 


10a. USUAL OCCUPATION (Give kind af work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (State ar fareign country) [" CITIZEN OF WHAT COUNTRY? 


during of warking life, even if retired 
YW wey P22 Gr, | Mews Co Maryland Veseds 


. FATHER’S N, " MOTHER'S MAIDEN ne “ 
Michael F. 0,Neill Lo ALP 


15. WAS DECEASED EVER IN U. S. ARMED FORCES? /16. SOCIAL SECURITY NO. INFORMANT Address 


ab, cai atte Mise MhansZae (Mead) Csmb GR 


18. CAUSE OF DEATH [Enter anly ane cause per ling-far (0), (b), and (<).] INTERVAL BETWEEN 


ONSET AND DEATH 
PART |. DEATH WAS CAUSED BY: Crt 
IMMEDIATE CAUSE i 


Then please remave carbon popers. Pages 1 and 2 shauld 
death. 


the registrar priar ta buriol, crematian, ar removal, and in any event within 72 ho 


5 Si-O DUE TO 


Conditions, if any, which o Die. ohrre ca) 
gove rise ta immediate 
DUE TO 


couse (a}, stating the under- a 4 
lying couse last. ) Z tt f CALL oe, lox | 


Paar Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT i RELATED TO THETERMINAL DISEASE CONDITION GIVEN IN PART 1a) ] 19. Raroteeen 
Le telenifen 0, eA Ce Ayeew toler Da plc ne, ves) noo 


20a. ACCIDENT WAS UNDERLYING [7 20b. DESCRIBE HOW ng deca (Enter nature af injury in Port | ar Part 1 af item 1B.) 


OR CONTRIBUTING [1 CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


nding physician. 


20. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Hame, form, ; 20f. {City or tawn) {County) {Stote) 
ebrectimn, ‘i a aie foctary, street, office bldg., etc.) | 
pom, ot wark 


21. | certify hot ba , 19ATthot | lost saw the deceosed 
Olive Cn ae. ee wIF__, ond that death occurred at4..2/'M, from the couses ond on the dote stoted obove. 
PHYSICIAN'S 


y, 3 ADDRESS (Street, city ar tawn, state) ATE SIGNED 
‘. c , ye f ~ 
1D. ° 
NAME (Type) j haa Crk , Ji 


Se CEEMAT 22b. DATE THEREOF 2c. NAME OF-6EMETERY OR CREMATORY 

Meeteepy |/0 ee | Fi $f Czar. 
23. FUN DIRECTOR'S SIGNATU DRESS 

VS AS (4) \ A. Z aaa hie. ie OE 

15M 9/5B Cat 


lara 
MEDICAL CERTIFICATION 


3 
Zs 
§ 
° 

2 

= 

™ 
iS 

a 

: 

$ 
3 
8 
g 
3 
2 

3 

2 
° 
8 

= 
§ 

£ 
3 
8 

7. 
° 

£ 

3 
£ 
$ 

3 
Tt 
2 
z 

2 
° 

z 

= 

4 

s 

2 

a 

g 

x 

z= 

ry 

E3 

a 

<z 

& 

re 


# 


page 3 should be detached for use as the burial-transit permit. 


may be retaine! 


TO HOSPITAL O 
TO FUNERAL D! 


do. REC'D BY REGISTRAR | 24b. REGISTRARS SIGNATURE 


Onthin & Hour 


—_ 


lage 4 shauid be 


sary, please exe 


& 


If any delay is 
TOR: Page 3 shauld be used as o burial-transit permit. File pages } ond 2 with the registrar prior ta burial, cr 


tem 18. Give Pages 1, 2, and 3 to the funeral direc: 


h form PM3, Page 5 may be retained far your files. 


g 


te shauld be executed within 24 haurs ofter death. 


je, writing the ward ‘‘pend: 


TO DEPUTY MEDICAL EXAMINER: This certi 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 18 877 


a a MEDICAL EXAMINER’S CERTIFICATE OF DEATH 
2.4 > ee Reg, Dist. No. 
8 ii Ne ee Sn DEATH 2, USUAL RESIDENCE (Where deceased lived. IF instilulion: Residence before odmitsion) 
ega: marvanp || ° Maryland b COUNTY Allegany 
b, cn OR TOWN (1 outside corporate limit, write RURAL ¢. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside corporole limits, write RURAL ond give neores! town) 
ond gre here! boon) , . 
Cumberland ifetime 4cumberland 
> d. NAME OF HOSPITAL OR INSTITUTION (If not in hospital, give street oddress) d. STREET ADDRESS « See bE nce 
XK [mm Road E. Slope of Irons Mt. || 27 Browning Street ves] No 
3. NAME 13 ; Fint Middle Los! 4. Dae Month Doy Year 
ie Melos John Paul OSTER PEAT OCTOBER 277 1959 
S. SEX 6. COLOR OR RACE |7- MARRIED [] NEVER MARRIED [| 8. DATE OF BIRTH ks nee IFUNDER TYEAR| tf UNDER 24 HRS. 
M W winowen[} _pworct | July 17,1947 sighed Oe a 
ea USUAL eteering a ied: fonred, done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE {Stale or foreign ‘couniry) 12. CITIZEN OF WHAT COUNTRY? 
uring mosl of working lite, even if ro 
tudent ¢ grade “é op Craft) Cumberland Maryland USA 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
Herman V. Oster Katherine 5S. Ruby 


ay i: bug-d baie il IN ie RS Sang 16. SOCIAL SECURITY NO. |17. INFORMANT Address 2 
‘No ee oe tas ee Mone Mother Urs. Katherine Oster 27 Browning 


18. CAUSE OF DEATH [Enter only one cause per line for (0), (b), ond (c).] INTERVAL BETWEEN 


ONSET AND DEATH 
PART. DEATH WAS CAUSED BY Traumatic asphyxiation 


ay DUE TO 
Conditions, if any, | . 


Pinned under upset vehicle 


death resulted from: Natural couses 


o gove rise to immediale couse 

5 (0), sloting the underlying{ DUE TO 

T) couse lost. tc) 

& z PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART l(a] 19. Was AUTORSY 
= - ¥ 

6 XIE eX NOT 
+ % |200, EXTERNAL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nalure of injury in Port | or Port It of item 18.) 

= & | PRIMARY) or CONTRIBUTING OD 

é | Seger Oar Pinned under upset vehicle 

3 5 | 206. Pe ‘OF INJURY Month, Day, Year [20d. INJURY OCCURRED, ]20e. PLACE OF INJURY (Home, form, 120F, (City or town) (County) (Slote) 
3 ra While, Not while)| factory, sree, office bldg. ete.) j 

3 O/\2 OPecrs Oct . 271959 let work F] ot work FH ee i WA ams Rd. A eg Md 

= 

‘3 

= 

uu 


, Accident [RX], Suicide [], Homicide [], Undetermined cause []. 
4 ia 


ee Lr Cok mip, CHIEF MEDICAL EXAMINER [_] Le ch) 
8 3 c g phon Seikraniets ASSISTANT MEDICAL EXAMINER Oo 
2gee NAME (Type) Benedict Sititarelic, MD PEUrY MEDICALEXAMINERTR Oct, 2 1959 
2 Fa 2 . To. ee Zeb. DATE THEREOF Tic, NAME OF CEMETERY OR CREMATORY Zid. LOCATION (City, town, or county) (Staley 
Oe B a 0-31-59 Beanscove lieth Cem. | CumberJand , Wd. 
* —— N \ or ‘ames -#. Scar pelli Cumberland, Md. roel 2 ‘g "59. i Catt ae se fecha 


21. | certify that | took charge of the remains described above, held on Autopsy [J], Inspection [¥ Inquiry [Q, and find that 


* 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 sae 
1638 CERTIFICATE OF DEATH foes, E 0878 


+ sf ‘ 
& 3 Fa M ) 1, PLACE OF Ean) 2. USUAL RESIDENCE {Where deceased lived. If institutian: Residence befare edmission) 
£ 38 * S*NCLEGANY marviano || ° STS MARYLAND COUNTY ALLEGANY 
= x) 3 b. CITY OR TOWN (If autside carporate limits, write | c. LENGTH OF STAY IN 1b ¢. CITY OR TOWN (If outside carporate limits, write RURAL ond give nearest tawn) 
s RURAL and give nearest fawn) 
B CUMBERLAND 8 pays CUMBERLAND 
« A 2 d. NAME OF HOSPITAL (If not in hospital, give street oddress) | d. STREET ADDRESS e. IS RESIDENCE 
inated OR INSTITUTION. ON A FARM? 
iS MEMORIAL HOSPITAL 1721 FREDERICK STREET ves) NO DX 
5 3. NAME OF First Middle lost 4. DATE Manth Yeor 
- DECEASED | OF 
Z {Type or print) GEORGE S. PARSENIOS DEATH OCTOBER "i7 1959 
p 
8 
é 


6. COLOR OR RACE |7. MARRIED LX NEVER MARRIED [-] | 8. DATE OF BIRTH 


“MALE 


9. AGE (In years [IF UNDER 1 YEAR| iF UNDER 24 HRS 
“BP Manths] Days | Haurs| Min. 


INTERVAL BETWEEN: 
ONS! Wy, DEATH ~ 


Yaguesc he 


18. CAUSE OF DEATH [Enter only one couse per lj 
PART !, DEATH WAS CAUSED BY: 

IMMEDIATE CAUSE (a). 

143xX DUE TO 

Conditions, if any, which ) 
gove rise ta immediote 

cause {a), stating the under. ( OVE TO 

lying cause lost. ta 


(0), (b). ghd (©)-] 


Mh (tram 


é WHITE wivowen [] —_ovorceoQ] | SEPT. 24, / Vl O 

a 100. doin aa nga Tae 10b, KIND OF BUSINESS OR INDUSTRY} 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
= * RETIRED O. GREECE U.S.A. 

8 I FATHER’ A NAME 14, MOTHER'S MAIDEN NAME 

8 ww STEVE PARSENIOS ATHENA Die pvc A, 

3 1g, WAS DECEASED EVER IN U, S. ARMED FORCES? [16 SOCIAL SECURITY NO. | INFORMANT WARWICK & MEMORGAE AVENUE 

: . Rae = ae: 32-364 MEMORIAL HOSPITAL = CUMBERLAND, MD. 


aecteaVa) 2 Week, 


AACA kU" 


is certificate has been signed by the attending physician and completely filled in by 


3 Parr il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)|19. a a 
ce 4 

he Yes) No] 
= | 200. ACCIDENT WAS UNDERLYING []_ | 20b. DESCRIBE HOW INJURY OCCURRED, (Enter nature of injury in Part ! ar Part Il af item 18.) 

& | OR CONTRIBUTING LT) CAUSE OF DEATH 

© | (IF EITHER, NOTIFY MEDICAL EXAMINER) 

& [20c. TIME OF INJURY Manth, Doy, Year | 20d, INJURY OCCURRED — |20e. PLACE OF INJURY (Home, form, | 20F. (City or town) (County) (Stote) 
a Hour a.m. ‘i - factary, street, affice bldg., etc.) ! 

a While Not while 

= p.m, Ww lot work of wark 


ed f ee WSZL, to_ so ne 19.97 that | last saw the deceased 
heen © a ee “end that i occurred ot2.230A | M, fram the couses and on the date stated abave. 


i a, Ko 4 TM. , city ar tawn, state) ome Ys 
fas 


21. | certify, 
alive on_]_. f 


TTENDING PHYSICIAN: The law requires that the death certificote be executed within 24 haurs 


y the hospital or attending physician. 


E 
; 
(2 
2 
3 
a 
a 
: 
= 
3 
3 
g 
a) 
< 
c° 
ae 
Bs 
a 
3 
= 
: 
° 
% 
2 
A 
a 


ACTUAL 
SIGNATURE. 


é 


the registrar priar to burial, cremation, ar remaval, ond in any event within 72 hours ofter death. 


ot 
£0 
z2 PHYSICIAN'S 
= e2 ! NAME (Type) OR. REES ‘ 
= 
352 720. BURIAL, CREMATION, 0 hy THEREOF Zic_NAME OF CEMETERY OR CREMATORY, Se 
= oe ) Ell. “7 
° 
ee : 2a. REC'D BY REGISTRAR | 24b. REGISTRAR'S ae 


IRECTOR'S iy ADDRESS * es) 
€ 


pate OCT 21 '59 G-thun £ Fiaua 


a 
Ey 
° 
sy 
8 


med 


ae 


, a Penal 


igned by the attending physician and campletely filled in by the funeral directar, 
Pages 1 and 2 should 


Then please remave carban papers. 


the registrar priar ta burial, crematian, ar remaval, and in any event within 72 haurs after death. 


ENDING PHYSICIAN: The law requires that the death certificate be executed within 24 haurs a 
| ar attending physician 


he hospi 
R: After this certificate has been 


lp: 


page 3 shauld be detached far use as the burial-transit permit. 


may be retain 


TO HOSPITAL O”,ART 
TO FUNERAL DI 


< 
& 
> 
a 
= 


15M 9/58 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 j 0829 
10884 CERTIFICATE OF DEATH et. ae 


. PLACE OF DEATH . aa a  pshpcanagh {Where deceased lived. If institution: Residence before admission) 


© COUN ALLEGANY MARYLAND * MARYLAND b COUNTY ALLEGANY 


b. CITY OR TOWN {If outside corporote limits, write | c. LENGTH OF STAY IN 1b ¢. CITY OR TOWN (If outside corporate limits, write RURAL ond give nearest town) 


CUMBERLAND 


RURAL and give nearest tawn) ; 43 DAYS a 2. CUMBERLAND 


d. brieiren Me AORTA 4 ia AGSBT +H" r STREET ADDRESS e. iS eens 
MEMORIAL & WARWICK AVES,, 301 GRAND AVENUE ves (] NOX] 


3. NAME OF First Middle Lost 4. DATE Month Doy Year 
(Type or print) GLADYS M PITZER DEATH OCT. 19 
5, SEX 6. COLOR OR RACE |7. MARRIED [] NEVER MARRIED (_] | 8. DATE OF BIRTH 9. Roe tines IF UNDER 24 HRS. 
. last bithdoy "ain, 
FEMALE WHITE wicoweo [ DivoRceD APRIL 8 190 50 Fe 


100. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY 12. CITIZEN OF WHAT COUNTRY? 


11. BIRTHPLACE (Stote or me country) 
during most of working life, even if retired) 


6alth Nurse Public Health Cumberland, Md. U.SeA. 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
GEORGE APPLE AGNES LIGHT 
Ue A Rar eerie FORCES 16, SOCIAL SECURITY NO. INFORMANT Address 
no | 215-20-5977 MEMORIAL HOSPITAL, CUMBERLAND, MD. 


18. CAUSE OF DEATH [Enter anly one couse per ling for (0), (b). ond (¢)-) INTERVAL BETWEEN 


PART |, DEATH WAS CAUSED BY: ka 
IMMEDIATE CAUSE (0). 


bs . 
“71X DUE TO t 
Conditions, if any, which 
gave rise to immediote 
couse {o), stating the under. ( OUETO 


lying cause lost. (¢) 


j Pat II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH 8UT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)]19. WAS AUTOPSY 
- 
& yes(] NOC] 
= |20a. ACCIDENT WAS UNDERLYING []_ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Part | or Port II of item 1B.) 
& | OR CONTRIBUTING C] CAUSE OF DEATH 
© | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
2 Se a 
& ]20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED —[20e. PLACE OF INJURY (Home, form, 1 20f. (City aor town) {County) (State) 
6 Hour 0. m. i i factory, street, office bldg., etc.) | 
= p.m. 

21. | certify e 


PHYSICIAN'S 
NAME (Type) 


Wc. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City. ae td) 

i Rose Hill Cemetery Cumberland, Md. 

23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS 24a. REC'D BY REGISTRAR | 24b. REGISTRAR soe 
oanOCT 13 'S9 Bere 


James F. Scarpelli,Cumberland, Md. 


leath: Poge 4 


e funeral 


d campletely filled in by th 
Pages 1 and 2 should be filed with 


pers. 


‘ian ant 


h certificate be executed within 24 haurs af 


Then please remove casb6 


ion. 
the registrar prior to buriol, cremotian, or remaval, ond in ony event within 72 hours g 


hysici 
After this certificate has been signed by the ottending physic’ 


ing pl 


he hospital or ottend 


sal 


TO FUNERAL Di! 
poge 3 should betdetached for use as the burial-transit permit. 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the dea’ 
moy be reta 


VS. 
1SM 


'S (4) 
0/87 


bas 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 § 
CERTIFICATE OF DEATH us 10860 


ales te. 
is PLACE OF DEATH Soe ae et 4 USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 
a. COU! a. STATE b. Cou 
MARYLAND 
p egan Ma and #1 
(If outside corporote limits, write | c. LENGTH OF STAY IN Ib. c. CITY OR TOWN (/f outside carporote limits, write RURAL ond give nearest town) 
RURAL ond give nearest town) a 
: Fro burg{ Rural # 
d. NAME OF HOSPITAL {If not in hospital, give street address) d. STREET rE . 1S RESIDENCE 
OR INSTITUTION ae f PEFmore ON A FARM? 
u Yes 1] No] 
3. NAME OF First Middle lost 4. DATE Month Doy Year 
DECEASED OF 
Ayes oriesin!) SAMUEL B PLUMMER PAM B10/22/19 19 
5. SEX 6. COLOR OR RACE }7. MARRIED [SNEVER MARRIED [] | 8. DATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEAR] IF UNDER 24 HRS 
los! birthday) Min 
ale White WIDOWED [7] pivorceo [} 12/1915 yn. 
10a, USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE {Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) 
Automobile Machani Gilmore USA 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
Charles Plummer Jane Brown 
1S. WAS DECEASED EVER IN U. S. ARMED FORCES? [16. SOCIAL SECURITY NO. |17. INFORMANT Address 


“Yes war #207" -09-6462Mrs, Margaret Plummer, Gilmore, MD. 


18. CAUSE OF DEATH [Enter only one cause petfine for (a), (b). ond (<).] INTERVAL BETWEEN, 
+ Z C “aD DEAT 
U 


PART |. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (a). 


Hh / DUE TO 
Conditions, if any, which ) 
gove rise to immediate 

cavie (0). stoting the under ( OVE TO 
lying couse lost. te 


Part Hl. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(o) | 19. eT ol 
ves] NOGA 


200. ACCIDENT WAS UNDERLYING (1) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port ! or Part Il of item 1B.) 
OR CONTRIBUTING [1] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Yeor ]20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20F, (City or town) (County) {Stote) 
Hour a. m. While Not while foctory, street, office bldg., etc.) ! 
p.m. 9 fot work [J ot work [J t 


21. | certify thot | attended the deceased from__% —/______. WSL, 0. LOT2 2, 9ST that | tast saw the deceased 


alive on_____ LO~-2/__., WSF, and that death occurred atlOi2-e_M, from the causes and on the date stated above. 


ADORESS (Street, city or town, state) DATE SIGNED 
x _ 


MEDICAL CERTIFICATION, 


seNaTurE CAA D.. whe 
mous ALC Diehl MD, Arnaud, At 


LA a aa eel 
To. Pua rua 2b. DATE THEREOF ‘Zc. NAME OF CEMETERY OR CREMATORY Td. LOCATION , 1own, OF county) {Stote) 
Bist 10/25/1959| Old Coney Cemeter Lona¢oning, MD. 


23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS 24a. REC'D BY REGISTRAR =| 24b. REGISTRAR'S SIGNATURE 4 


GEORGE EICHHORN LONACONING ,MD. oare OCT 27 '59 Cnitun & Pia 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 0 A 
RR Get EXAMINER’S CERTIFICATE OF DEATH 1 88 


Reg. Dist. No. 
1 MACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. if instilution: Residence belare odmission) 
a. Allegany MARYLAND 0. STATE Maryland b. COUNTY Allegany a 


b. ine OR NOW rewies corporate limits, write RURAL ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporote limits, write RURAL ond give necrest town) 
‘end give nearest town! 


Frostburg 2 yrs. 422 Frostburg 
d. NAME OF HOSPITAL OR INSTITUTION (if not in hospital, give street oddrets) . STREET ADDRESS Ff e 1S RESIDENCE . 
Arm yng Street __72 Armstrong Street __| ss no 


# 
yr. 
‘or "your 


CTOR: Poge 3 shoutd be used os a burial-tronsit permit. File pages ! ond 2 with the Stote Board of Health, 


or its designoted ogent, prior to burial, cremation, or removol, ond in any event within 72 haurs ofter deoth. 


Middle Lost 4 pe Month Doy Yeor 
~ Henry Ramus DEATH Oct. 12th, 1959 _ 
6. COLOR OR RACE |7. MARRIED XY NEVER MARRIEO [J] B. DATE OF BIRTH 9. AGE im eon [IFUNDER YEAR] IF UNDER 24 HRS 
Hours 


If ony deloy is 
2, ond 3 to the funerel 


tout biseor) Months | Days Min, 


wivoweo[] ~—pivorceo | Feb, 8th,1881_ F 78 ys. 


Do. USUAL OCCUPATION (Give kind of work done| 106, KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country} 12. CITIZEN, OF WHAT COUNTRY? 
during most of working lite, even if retired) 


Ret. -Carpenter B&ORR West Virginia Wash ay.” 


13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 


} unknown unknown 


15, WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 
Tea ro, of enknown) {It you, give wor ov deter of service) 
-| none 
18. CAUSE OF DEATH [Enter only one couse per ling-for (0). (b). ond (c).] INTERVAL BETWEEN 


ONSET AND DEARY 
PART I. DEATH WAS CAUSED BY: Von. 


IMMEDIATE CAUSE (0) 
4 DUE TO 
Conditions, if ony, which (b). 
gove rise fo immediote cause 
{0}, stoting the underlying, DUE TO 
coure last, (e. .-< - 
PART II, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART ye WAS AUTOPSY 
CUTNG! Pe 


aa RFORMED' 
yes} NO 


ec. TIME OF INJURY — Month, Doy, Yeor 20d. INJURY OCCURRED [20e. PLACE OF INJURY (Home, form. | 20f, (City or town) (County) = (sreray 
Hour 9, m, White Not white foctory, street, office bidg.. etc.) | 
Pom, 2 of work [J of work [7] ed 


Office alang with form PM3. Poge 5 moy be retoined fi 


iner’s 


RIMARY C) or CONTRIBUTING () 


‘200, EXTERNAL CAUSE WAS. 2G. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Part Il of itern 18.) 
CAUSE OF DEATH. 


the ward “pending” in pencit in Item 18. Give Poges 1, 


MEDICAL CERTIFICATION 


ing 


opinion death resulted fram: 


Actual LON eR map, CHIEF MEDICAL EXAMINER [} 


‘ ASSISTANT MEDICAL EXAMINER [7] ig 
NAME Type) W. 1G): MeLane oul DEPUTY MEDICAL EXAMINER px Toe 


ote, writ 
ded to the Chief Medico! Exomi 


€ 


Flo. BURIAL, CREMATION, ig DATE THEREOF ie NAME OF CEMETERY OR CREMATORY "| 22d. LOCATION (City. town, of county) ‘[Stotey 


REMOVAL (Specify) 
Burial 10-15-59 | F'b 2 oe CT 2 
ADDRESS ‘2do. REC'D BY REGISTRAR Zab. REGISTRARS SIGNATURE 


23. FUNERACDIRECTOR’S SIGNATURE 
cas LE Mo sea Ze- PaesLhses Yr \wn00015'99 | Cathen £ na 
Fs a ~s a ii 


4 should be { 


execute the c: 
TO FUNERAL D: 


= 
iy 
3 
3 
° 
s 
£ 
aS 
& 
= 
% 
3 
B 
o 
6 
g 
= 
ES 
4 
2 
§ 
= 
t 
$ 
z 
a 
we 
é 
= 
a 
bad 
a 
= 
= 
y 
a 
ry 
= 
> 
5 
& 
a 
° 
= 


— 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
CERTIFICATE OF DEATH 10882 


gg” Page 4 


Poges 1 and 2 should be filed with 


10919 aes 
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived. If institution: Residence before admission) 
°. All mamta 0. STATE b. COUNTY 
egan | 
b. CITY OR TOWN (If outside corporote limits, write | ¢, LENGTH OF STAY IN Ib <. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town} 
RURAL ond give nearest town) Z 
+ 
Frostburg days {ld 
d. NAME OF HOSPITAL (if not in hospitat, give street address) , d. STREET ADDRESS e. 1S RESIDENCE 
OR INSTITUTION / ON A FARM? 
Miner's Hosnita i 20 ves] N 
First Middle: lost 4. DATE Month Year 


}. NAME OF 
DECEASED 
(Type or print) 


5. SEX COLOR OR RACE 
Male White 


oy 
beam October 31st, 1959 


9. AGE (In years [IF UNDER 1 YEAR] IF UNDER 24 HRS. 
lost Via Months] Days | Hours | Min. 


T+ 1. 


7. MARRIED] NEVER MARRIED [7] | 8. DATE OF BIRTH 


wow over O [July 28th,1885 


100. USUAL OCCUPATION (Give kind of work done! 


death. 


10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 


during most of working life, even if retired} 


Ret, -Policeman Kelly Springfield Maryland USA 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
Alexander Rankin Kathern McCready 


15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. INFORMANT Address 


After this certificate has been signed by the ottending physician ond campletely filled in by the funeral director, 
MEDICAL CERTIFICATION, 


the hospital or oftending physician. 


‘OR 


* 


(Yes, no, or unknown) | UF yes, give war or dates of service) 


14-07-0776] Mrs, Ada ' 


1B. CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond (c).] INTERVAL BETWEEN 


PART |. DEATH WAS CAUSED BY: 2 : 
é IMMEDIATE CAUSE (0). : 144. 
Y3 + Ub DUE TO 


Conditions, if ony, which (0) Logan ete @ Aerarct 
BE hott 
gove rise to immediote( 1. : 
allurpselryser SL ta ae 
(G TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GAEN IN PART 1fo)]1 


couse (0), stoting the under: 
lying couse lost. eC 


Parr Il. OTHER SIGNIFICANT CONDITIONS CONTRIBU PWAS AUTOPSY 
a o ei PERFORMED? 
dl yes (] No 
20a. ACCIDENT WAS UNDERLYING (]__|20b. DESCRIBE HOW INJURY OC@&RRED. (Enter noture of injury in Port @%r Port Il of item 
‘OR CONTRIBUTING L] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
20c. TIME OF INJURY Month, Doy, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20F. (City or town) (County) (Stote) 
Hour 0. 'm. While Not while foctory, street, office bidg., etc.) ! 
p.m, 19 lot work [] of work [J \ 


Ot 19.FFthat | last saw the deceased 


IM, fram the causes and an the date stated abave. 


21. | certify that | attended the deceased from Ll. = Wert~«, 19.59, to 
alive on TO == Oe XL 19_S7F_, ond that death accurred at 


ADDRESS (Street, city or town, stote) DATE SIGNED 
ACTUAL 5 Wath 
SIGNATURE. = M.D, 


48 Broadway. 
NAME Uiype)__f n Walte i Deo ct eee | 


page 3 should be detoched far use as the burial-transit permit. Then pleose remove carbon papers. 


moy be retain 


TO FUNERAL Di 
the registrar prior to buriol, crematian, or removal, and in any event within 72 hours al 


TO HOSPITAL OR, ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours 


23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS 


& 
> 
a 
= 


Zo. pata CREMATION, | 226. DATE THEREOF 2c. NAME OF CEMETERY OR CREMATORY ‘22d. LOCATION (City, town, or county) (Stote) 


ee | dle 2-59 F'bg.Memorial Park Frostbur 


2da, REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 


DATENOY 2 '59 Glatt g 46. 


Joseph R. Durst, Frostburg, Md. 


4 1 MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


aa sl MEDICAL EXAMINER'S CERTIFICATE OF DEATH 10883 
_Reg. Dist. Ne. 


HEALT PT, [ ptace OF DEATH 1] { )88 5 2. USUAL RESIDENCE (Where deceated lived. IW intlilulion, Retidence before odmission) 


© :' 9. COU 
ihed Bile cans mama | AM ae RT e Can 
a b. CITY OR TOWN tH athide corpocatd limits, write RURAL ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN UF gutside corparote limits, write RURAL give neorest Yawn) 
Ee es 
Cumberland X ha ae Wid. 


d. NAME mm D HOSPITAL OR INSTITUTION (if not in hospitol, give street address) ) 4, STREET ADDRESS — J ig 1S RESIDENCE 
>a cred Heart Hospital : 43] Ratonal Ht, ‘phway _|vs No Be™ 
3. NAME OF First Middle lost «DATE Month Year 
(Type or print) alia. mit ben OFATH Oct ¢ yo WS _ 
6. COLOR OR RACE |?- MARRIED fam MARRIEO (-]] 8. DATE OF BIRTH %. % sar IF UNDER SYEAR| {F UNDER 24 HRS. 
v/ wipoweo [J] —olvorceo (] ane. #2 19% we oe, [eee vai Mins 


Wo. USUAL Seco a oan e ig ‘af work done) 10b. KIND OF BUSINESS OR INDUSTR Vi. BIRTHPLAC! =r or foreign a 12. CITIZEN OF WHAT COUNTRY? 


during most of working li if retired) 


B FATHER'S NAME 14. MO ER" 'S an nO. 


Neorcan Shviver Tuges.7. SS aoe 


15. WAS DECEASED EVER IN U, 5. ARMED taal SOCIAL SECURITY NO. | 17. INFORMANT Address 


$¥¢9, po. ¢7 vaknowa) fiw Y©., give wor or dates of service) vi “05-51 ii in eth. g. hitter Aa Vale, fh de 


& 


rded to the Chief Medico! Exominer’s Office along with form PM3. Page 5 moy be retoined f 


If ony delay is n 


em 18. Give Pages t, 2, ond 3 to the funerol 


— 


18. CAUSE OF DEATH (Enter only one cause per line for (0), (b). ond (c).] INTELVAL OtTwitn 
ONSET AND DEATH 


PART TH WAS. iO BY: 5 

| DFAT MeoIATY cause fo) Acute cardiac failure; Pulmonary Congestion _110 Hrs, — 
_ ; DUE TO 

Conditions, if ony, cal a Addisons Disease : ears 


gove rise to immediole couse 
{0}, stoting the underlying( OVE TO 
couse lot. © E * J 
PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO OEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(o)|19. WAS. AUTOR 
PERFORMEO? 
YE no 


20a, EXTERNAL CAUSE WAS 205. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port 1 or Porl {I of item 18.) 
PRIMARY () or CONTRIBUTING O) 
CAUSE OF DEATH. 


20c, TIME OF {NJURY Month, Day, Yeor [20d. INJURY OCCURRED |2Ge. PLACE OF INJURY (Home, form, 1204. (City or town) (County) (State) 
Hour 9, m. While ier aenitey foclory, sireet, office bldg., etc.) | 
p.m. ibd ‘at work [[] of work 


21. 1 certify that | took chorge of the remoins described obove, held on Autopsy X{_], Inspection [}, Inquiry [KJ], ond in my 
opinion deoth resulted from: Notural causes ¥). Accident [], Suicide [], Homicide [], Undetermined monner [] 


? ce, yh ; 
ACTUAL DATE SIGNED 
HGNATURE L MO. CHIEF MEDICAL EXAMINER o 
ASSISTANT. MEDICAL EXAMINER o 
EXAMINER'S : " : 
NAME (ype) Benedict Skitarelic Pee Neve ten a Ces ls alae. 


720. BURIAL. sere Poy THEREOF DF ERY OR CREMATORY | 93d, LOCATION wn, oF county) ~ (State) 
: 7” | Oct. lb, 151 Pest lawn Cometerd | Comberiand, ——_fiid 


e, writing the word “pending™ in pencil 
MEDICAL CERTIFICATION: 


é 
° 
H 
3 
3 
c 
g 
3 
z 
z 
5 
3 
i 
r 
m4 
2 
= 
ed 
g 
: 
3 
z 
= 
< 
cad 
5 
- 
< 


HRECTOR: Poge 3 should be wsed os a burial-transit permit. File poges 1} ond 2 with the Stote Boord of Heal 


or its designated agent, prior to burtol, cremation, or removal, and in any event within 72 hours after death. 


a 


4 should be | 


execute the ¢ 
TO FUNERAL 


23. FUNERAL £ DIRECTOR'S SIGNATURE ADDRESS 2do. REC'D BY REGISTRAR =| 24b. REGISTRAR'S SIGNATURE 


ave ee ud phan, Ure. Curbotand , Mad. {os 00T 15°59 | nttan £ Honma 


TO DEPUTY MEL, 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
CERTIFICATE OF DEATH {0884 


Reg. Dist, No. 


1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence befare admission) 
. COUNTY a. STATE 


ALLEGANY MARYLAND “MARYLAND ® COUNTY ALLEGANY 


b. CITY OR TOWN (If outside carporate limits, write | c. LENGTH OF STAY IN 1b ¢. CITY OR TOWN (If outside corporate limits, write RURAL ond give nearest tawn) 


“CUMBERLAND 14 pays x CUMBERLAND 


d. BaCe eR y {l€ not in haspital, give street address) i d. STREET ADDRESS. e. pel 
MEMOR TAL HOSPITAL RT. #1, VALLEY ROAD | veK Noo 


3. NAME OF i Middle Lost 4, DATE Manth Y 


Yeor 
terrain SCHADT DEATH OCTOBER 9 59 


5. SEX 6. COLOR OR RACE |7. MARRIED (X) NEVER MARRIED [] |8. DATE OF BIRTH 9. AGE (in years [IEUNDERILYEAR IF UNDER 24 HRS. 
srthday) [Month 
MALE WHITE wivowen [] Divorce [] JANUARY 21, 1908 ‘Sf ree | oe | eee 


10a. USUAL OCCUPATION (Give kind of wark dane| 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State ar fareign country) 12. CITIZEN OF WHAT COUNTRY? 


ouige Ta ‘af working life, even if retired) SELF EMPLOYED MARYLAND U.S.A. 


13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 


PETER SCHADT LOUISA WINDEMOTH 


1h. WAS DECEASED EVER IN U.S. ARMED FORCES? [16, SOCIAL SECURITY NO. | INFORMANT WARWICK & MEM@REAL AVENUE 
No =" I Cee ed 220-10-8656 MEMORIAL HOSPITAL = CUMBERLAND, MD. 


18. CAUSE OF DEATH [Enler only ane cause 2 line for (0), (b), and (c)-] INTERVAL BETWEEN 


PART I. DEATH WAS CAUSED BY: y es ae ee oe 
IMMEDIATE CAUSE (a). 
( DUE TO . 

Canditions, if ony, which o I - Verte Cbtwdong te Vd, 3 uur 
gave rise ta immediate fe 
couse (0}, stating the under. ( CUE TO A. as p _ = a Pr 
lying couse last. © Ain (he OA 

Paar Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUy NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEty IN PART 1a} /19. WAS AUTORSY 

+ 
Dered ound ti Wed a notes Capes ae ie ves)_No A 


20a. ACCIDENT WAS UNDERLYING 01 lig DESCRIBE HOW INJURY GECURRED. (Enter nature of injury in Part | ar Port I! of item 18,} 


- 


~ 
° 
QD 
5 
& 
£ 


5 
5 
3 
3 
€ 
2 
2 
= 
> 
a) 
BS 
v 
2 
a 
2 
o 
ao 
8 
uv 
© 
6 
ro 
= 
os 
ES 
és 
a 
D 
= 
3 
i: 
= 
3 
e 
= 
~ 
zr) 
: 
3 
e 
ry 
3 
A 
ra 
8 
£ 
= 
9 
a. 
5 
$ 
2 
s 
< 
4 


Pages | and 2 should be filed with 


after death. 


Then please remave carban papers. 


OR CONTRIBUTING C] CAUSE OF DEATH 
(UF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME GF INJURY Month, Doy, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Hame, farm, | 20f. (City or fawn) (County) (State) 


Hour a. m. While Nat while factory, street, office bldg. etc.) | 
pom. 19 [ot work [1] ot work =] 


21. 1 certify that | attended the ers] from s x foe ES 1957, that | last saw the deceased 
alive on Gee m5 , and thatdeath occurred atl2: 02m, from the causes and on the date stated above. 


ADORESS (Street, city or town, ae DATE SIGNED 
ACTUAL 9 TL) 


PHYSICIAN’: 
NAME (type)___ Re _WROKX, 


ENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours ai 
MEDICAL CERTIFICATION 


the haspitol or attending physician. 


# 


TO FUNERAL DI 


72d. LOCATION (City, town, ar county} (Grate) 


2 . Cumberland Maryland 
23, FUNERAL DIRECTOR'S SIGNATURE ADDRESS F 24a. REC'D BY REGISTRAR ‘2db. REGISTRAR'S SIGNATURE 
ANS (4) Ruth E. Silcox Cumberland Maryland 7°59 Otbun & Fan 


SM 9/5B 


the registrar priar to burial, crematian, or remaval, ond in any event within 72 bo 


page 3 shauld be Getached far use as the burial-transit permit. 


may be retaii 


TO HOSPITAL OR 


a< 
& 


oat 


iu 
r Poge 4 


R: After this certificate has been signed by the attending physician and completely filled in by the funerol director, 
Poges 1 and 2 shauld be 


remove carbon popers. 


Then pl 


| ar attending physician, 
the registrar priar ta burial, crematian, or remavol, and in ony even 


the hospi' 


* 


page 3 should be Wetached for use as the burial-tronsit permit. 


moy be retain 


TO HOSPITAL OR A7TENDING PHYSICIAN: The law requires that the deoth certificate be executed within 24 hours a! 
TO FUNERAL OD) 


es 
o 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
tem 8. See: Birth Vert. et 


CERTIFICATE OF DEATH 10885 


16887 Reg. Dist. No. 
1. PLACE OF DEATH 2, USUAL RESIDENCE (Where deceosed lived, If instvuion: Residence before odmision) 
2 b. COUNTY 
ALLEGANY bot *“WARYLANO ALLEGANY 
b. CITY OR TOWN (if outside corporote limits, write | c, LENGTH OF STAY IN 1b c. CITY OR TOWN (If autside carporote limits, write RURAL and give nearest town) 
RURAL ond give neores! town) 
CUMBER L. 2 DAYS O02. CUMBERLAND 
4. NAME OF HOSPITAL (IF nat in hospital, give IRaUE CE kL & d. STREET ADDRESS e. 1S RESIDENCE 
INSTITUTION j ON A FAR 
MEMORTAL HOSPITAL WRRWICK AVES. 698 FAYETTE ST. SO NOK 
3. NAME OF First Middle last 4. DATE Month Doy Year 
DECEASED OF 
(Type or print) PAMELA ANN SHIRES DEATH OCTOBER 22 19 59 
5. SEX 6. COLOR OR RACE ]7. MARRIED [-] NEVER MARRIED] |8. DATE OF BIRTH 9. AGE {In yeors [IF UNDER 1 YEAR] IF UNOER 24 HRS. 
P last Five Manths| Days | Hours | Min. 
FEMALE WHITE |wivowen oivorceo. 1] | MARCH 2 1954 FI Ve. 
4 
“ee 10a. We eo ‘ene kind - ae al 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
= luring mast of working life, even if retir 
8 —_— CUMBERLAND, MARYLAND U. S. A. 
o 13, FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
iH HUGH SHIRES ADELB WAITKUNAS 
3 1S. WAS DECEASED EVER IN U. S. ARMED FORCES? ]16. SOCIAL SECURITY NO. | INFORMANT Address 
us {¥er, no, oF unknown) (IF yea, give war or dates of service) 
ie | MEMORIAL HOSPITAL CUMBERLAND, MO. 


I ; 1B. CAUSE OF DEATH [Enter only one cause per line far (a), (b), ond {c). See 
yi PART |. DEATH WAS CAUSED BY: ey LZ Z Pe ok Pree tS 
NA < IMMEDIATE CAUSE (0) 
: A 
y ‘ i} DUE TO 


Conditions, if ony, which (by 
gove rise to immediote 


couse (a), stating the under- ( DUE TO 
lying cause lost. () 
Fa Parr Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)]19. WAS AUTOFSY 
- |= 
As Bors) 
= | 20a. ACCIDENT WAS UNDERLYING [J [20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18.) 
& OR CONTRIBUTING LD) CAUSE OF DEATH 
G |(IF EITHER, NOTIFY MEDICAL EXAMINER) 
& ]20c. TE OF INJURY Month, Day, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20F. (City or town) (County) (Stole) 
ray Hour a.m. While Not while factory, street, office bldg., etc.) | 
= p.m. 19 lot work [J ot work [J 


21. | certify that | attended the rs fram. 


alive an__C7t4e 2 AY Deny 19 59 /___, and that dedth accurred at_©* 


SIGNATURE hebpl. 2 Gate _, M.D, 


NAME (type! DR. RALPH a MD. 


Ib. DATI ass 


iY i a. c 19%, to. 7 a ~22, 19FZ,that | last saw the deceased 
vA 2 PM rom the causes and an the date stated abave. 


ae > a pe: = stote) DATE SIGNE 
7 Md. 


‘2c. NAME zy CEMETERY OR =e 22d. Li i Fi (Stote} 


ees 24a. REC'D BY REGISTRAR 


a ~ DATEQCT 2 6 '59 Crthun & Fiat 


2ab. REGISTRAR’S SIGNATURE 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 ™ 
MEDICAL EXAMINER'S CERTIFICATE OF DEATH | {US885 


md 


£3 E, AO eg. Dist. No. 
> 2 LAQQS ae 
£3 2 , \}), PLACE OF DEATH ao 2. USUAL RESIDENCE (Where deceased lived. If Institution: Residence before odmission} 
fe 8 a county Allegany marviann || ° STAT Maryland >. couny Al legany 
rod = 2 b. CITY OR TOWN {if ovhide corporole timits, write RURAL ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN (if outside corporate limits, write RURAL ond give nearest town) 
ge 8 Cumberland 52, Cumberland 
y = d. NAME OF HOSPITAL OR INSTITUTION (if not in hospital, give street address) 3 STREET ADDRESS e is RESIDENCE 
= 2 x 548 Greene St, / 548 Greene St. {SIDING 
at s 3. NAME OF First Middle ‘4. DATE ‘Month Yeor 
ESS type or pint VELERIA AMELIA SMITH Stamm asd 14, 1909 
not 4 5. SEX 6. COLOR OR RACE |7. MARRIED [[] NEVER MARRIED [[]| 8. DATE OF BIRTH 
sete 2 
x Female White wipoweok] = ovorceto(] | Jan. 16, 1893 
= °; UAL Se eel 1 ened done|10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State or foreign country) 2. CITIZEN OF WHAT COUNTRY? 
“ most of working reti 
of. ousewift Own Home Cumberland, Md. U.S. 


13, FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
Harmon G, Lehman Flora Baer 
ie bey Laas Dae biel eed el) 16. SOCIAL SECURITY NO. | 17. INFORMANT q Address " 
None George E. Smith Beltsville, Maryland 


INTERVAL BETWEEN 


18. CAUSE OF DEATH [Enter only one cause per line for {o}, (b), ond (<).] INTERVAL BeTween 


PART 1. DEATH WAS CAUSED BY: 

UAMEDIATE CAUSE (0) 

“hod DUE TO 
Conditions, if any, which 
gave rise to immediate coure 

{o), stoling the underlyingg DUETO 

couse lost. ao fp: (a 


form PM3. Page 5 moy be retoined for your fi 
oat 


Item 18. Give Pages 1, 2, ond 3 to the funerol 
+ Page 3 should be used os 0 buriol-transit permit. File poges. 


CORONARY SCLEROSIS 


z PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAt DISEASE CONDITION GIVEN IN PART I(a)|19. Was AuTOrsy 
3 5 a oO NO ot 

& [200. EXTERNAL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in Port 1 or Port I! of item 18.) 

& | PRIMARY Nee porueoo ures QO 

& | CAUSE OF D 

a 

& | 20. TIME OF INJURY Month, Day, Year [20d. INJURY OCCURRED 20s. PLACE OF INJURY (Home, Form, $20F. (City or town) {County) (State) 

8 Hour 9. m. While Not while factory, street, office bidg., etc) ¢ 

Ed Pom. 9 cat work []_ ot work \ 


21. I certify thot | took charge of the remains described above, held an Autopsy [_], Inspection BK.  tnquiry DX and find that 
death resulted from: Noturol couses [J], Accident [[], Suicide [], Homicide [], Undetermined couse []. 


N 


¢ Chief Medicol Exominer’s Office olong 


ECTOR: 


mip, CHIEF MEDICAL EXAMINER [] ie Tad 


TO DEPUTY MEDICAL EXAMINER: This certificate should be executed within 24 hours ofter death. 
cute the cecfitate, writing the word “‘pending™ in pencil! 


Pi SIGNA’ 
Be 3 ey ASSISTANT MEDICAL EXAMINER (_] 
gee NAME (Type) __ BENEDICT SKIFARELIC, M, D CEPUTE MEPICALEXAMINELEY CTR BER “$4: @/959 
z 2 = To. BURIAL, 7S es ‘Zab. DATE THEREOF Zac. NAME OF CEMETERY OR CREMATORY 72d. LOCATION (City, town, of county) {State) 
=o? riet’” | 10-17-1959| HillCrest Cem. Cumberland, Md. 
'23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS 24g, REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
a Sd x Charles L. George Cumberlamd, Md. pare OCT 19:59 Otten §£, Roane 
x <= 


at 


~ mea 
o St . 
D ge fy. 
° 2.70 > 
© £B\ 
Pec” see 
=. 6 
o U8 
hf £ 
oS 
i 3 
ee t 4 
a He 
Uo 
ze 
o 
rm 
3 
oa 
Go 
2 
2 2 
a5 
ev 
a 
6 
‘6 
¢ 
5 
E 
2 
e 
4 
a 
c 
s 
2 
is 


ding physician. 


for att 


‘OR: After this certificate has been signed by the attending physicion and completely filled in by 


the hospi 
‘detached for use os the burial-tronsit permit. 


the registrar priar to burial, cremation, or removal, and in any event within 72 


“ah 


page 3 shoul: 


may be ret 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the death certificate be executed within 24 haurs 
TO FUNERAT 


VS AVS (4) 
15M 10/57 


MARYLAND STATE DEPAR] ENT-C —— 18 : 
CERTIFICATE OF f 10887 


YQ Reg. Dist. No. 

"MSG Elegany ame ee = oie 

bc Peet {If outiide agra write |. LENGTH OF STAY IN Ib ©. CITY Bom To corporote limits, write RURAL ond give nearest town) 

obey” ostburg "Rural" 
d. NAME OF Sie {if nat in hospital, give street oddress) | ; ¢. STREET ADDRESS o: ig RESIDENCE 
ners Hospital ves] Nor 

2 Wass es : First Middle L Lost Month Year 

(Type or print} William Henry Spiker Sam October 19 59 
5, SEX 6 COLOR OR RACE |7. MARRIED [ARNEVER MARRIED [-] | 8. DATE OF BIRTH 9. AGE (In yeors [FUNDER 1 YEAR] IF UNDER 24 HRS. 


Doys | Hours 


Male [whige wow] —oworceo) | October 1,1880 cng 


12. CITIZEN OF WHAT COUNTRY? 


100. USUAL OCCUPATION (Give kind of work done|10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 
ReviPed rater’ | Lonaconing, Marylan U.S.A. 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
Joseph Spiker Alice Moore 
ee ASIBECE A SED EVERIN U.S. ARMED OR CES? 16. SOCIAL SECURITY NO. |17, INFORMANT Address , 
aides ool NAN E Everett Spiker Lonaconing, Md, 


1B. CAUSE OF DEATH [Enter only one couse per ji 


FOF (0). 1. ong (C).] : 
PART |. DEATH WAS CAUSED BY: Q +e % KA Fo lu G oss 


IMMEDIATE CAUSE (0) 
f DUE TO 
Conditions, if ony, which fet) ie bend o Sc © ro LS 
gove rine to immediowe ( ne 


couse (a), stoting the under- 
lying couse lost. fe) 


at OTHER SIGNIFICANT CONDITIONS. CONTRIBUTING TO DEATH | 12. DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1{0}/ 19. pe Sv ac 
; 
Le & Crete ves] No 


ae ACCIDENT WAS U eon Oo 20b, DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Port 1 of item 18.) 


Aa yah N 
‘ONS! 


MEDICAL CERTIFICATION 


CONTRIBUTING (CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) ee 
20. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED — |20e. PLACE OF INJURY (Home, oe {7208 {City or town) {County (tote 
Hour 0. m. While Not while foctory, street, office bldg.. etc 
pm, jot work [] of work [7] re uH - 
7 CA S fa) iE 
21.1 certify that/l_ottended the a Sh yg $25. 19.) tO. ian fb . 19N_). that | last saw the deceased 
i 5S at DSS eqd t (41 death occurred a Pp . fram the causes and on the date stated abave, 
DRESS (Street, city or town, state) DATE SIGNED 
f 
pee eee xt" md. 9 Ov tin : 


[220 BURIAL, <CREWATION, | 22h, DATS Buar ik ake Bias 2c NAME OF CEMET] REMATORY |. LOCATION. wen, 
“18 EL} 59 "La aa Higt Wee scow, \") Md." 
ry|” ? 
23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS | Pha, REC'D BY REGISTRAR | 24b, REGISTRAR'S SIGNATURE 
George Hichhorn Lonaconing, Md. |... acT 2.859 Cathen £40 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 44 
fii MEDICAL EXAMINER'S CERTIFICATE OF DEATH - 10888 


£3 & Reg. Dist. No. 
23 2 2. USUAL RESIDENCE (Where deceased lived. If Institution: Residence before odmission) 
2s § estate. Maryland b.cony Allegany 
ewe ra 
ag 2 b. SEY, ‘OR TOWN Uk ouliide corporate fimin, write RURAL c. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 
oe 3 pea heehee) days 1) ; i 
OR Cumberland 5 days ees onaconing Md 

S d. NAME OF HOSPITAL OR INSTITUTION (If not in hospital, give street address) d. STREET ADDRESS e Baie NG 
2 a f k " 
> a ¢Y pe = 2% ib M St yes) NOT] 
S58 3. NAME OF First Middle Lost 4. DATE Month Doy Yeor 
3 Eee ie lari e Se 10 7 59 
Cee type in Edith Marie ‘takem Beatn <3 
m4 ie 6. COLOR OR RACE |7. MARRIEO [J NEVER MARRIED []| 8. DATE OF BIRTH % ee Hin ey R|_IF UNDER 24 HRS. 

i we Whit wivoweoE[] — oivorceo ff} | 9-29-91 68” Sere 
“ ef a dane) 1b, KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote o¢ fareign country) 12. CITIZEN OF WHAT COUNTRY? 
te M d U.S.A 

: arylan S.A. 

= 13, FATHER'S NAME 14. MOTHER'S MAIDEN NAME 

3 : 

2 James Stevenson Elizabeth Mackey 

a 15. WAS DECEASED EYER IN U.S. ARMED FORCES? |16, SOCIAL SECURITY NO. 117. INFORMANT ‘Address 

rs @F vanownr) Ut yes, give wor oF dates of service) 

Fs NO No Pi.'sChart 


WNTERVAL BETWEEN 


18. CAUSE OF DEATH [Enter only one couse per line for (a}, (b}. and (c).} ONSET AND DEATH 


PART 1, DEATH WAS CAUSED BY: 
o) IMMEDIATE CAUSE (a) 
a 


DUE TO 


Conditions, if any. which __Fracture right humerus _ 


gave rise ta immedi cone 


* in pencil in Item 18. Give Pages 1, 2, and 3 to the funeral 


Chief Medical Examiner's Office along with farm PM3. Poge 5 moy be retained for your f 


TO DEPUTY MEDICAL EXAMINER: This certificate shauld be executed within 24 hours after death. 


€ 

& 

= 

£ 

2 

= (0), stating the underlying( OVE TO 

3 couse fost. (e. 

3 ra PART II, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1{a)/19. eee 

= 

5 a 5 vss) Nog 
Sie © [200. ExTeanAt CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Port | ar Port Il of item 18.) 
Sco 4 me Eee Lor CONTRIBUTING CI 
252 A) eee Fell down cellar steps 
gus 3 | 20c. TIME OF INJURY Month, Day, Yeor [20d. INJURY OCCURRED |20e. PLACE OF INJURY (Home, form, 120. (City or town) (County) (State) 
A We , 18 Hour. m. While, Net while fecieny towel aice kel. ‘etc } 
tse ge | 3 19 BQ [ot work [] at work J Home naconing Allee a 

S 7 a Po, 
238 21. certify that | took charge af the remains described abave, held an Autapsy [J], Inspection [y, Inquiry ¢], and find that 
328 death resulted from: Natural causes [], Aéeident fry Suicide [J], Homicide [], Undetermined cause [1]. 
60s 3 / 
£6 
7 AcTU DATE SIGNED 
. SIGNAT Aa.p, CHIEF MEDICAL EXAMINER [1] 

4 a 

ce z 2 he ee ASSISTANT MEDICAL EXAMINER [] 
fee NAME (ype) Renad4 : slic. _M, DEPUTY MEDICAL EXAMINENE Ont che PLCs) 
oe £ Mo. BURIAL. CREMATION, [ 2. DATE THEREOF Te. NAME my CEMETERY OR CREMATORY 22d. LOCATION (City, town, or county) (State) 
veg o peer 

J B al 10/70/1959 | Sunset Memorial Park | Cumberland, MD 

5 do. REC'D BY REGISTRAR | 24, REGISTRAR'S SIGNATURE 
VS. ATSME(S} 


5M 9/55 \ f U4 Ma ft ‘ The \ oar 159 Astbua et 


MARYLAND®S 
ICAL EXAMINER'S CERTIFICATE OF DEATH islets 


1, PLAGE OF DEATH 2. USUAL RESIDENCE (Where deceored lived. If institution: Residence before odmission) 
3 Nut 
;; Allegany marytann || °S4 Maryland * COUNTY AlLequay. 


STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
10889 


1 ’, 
OR STATE 
A spe. DEPT. 


C. 


‘ ©. CETY OR TOWN 41 otide eapoiots tn, write eOEAL © LENGTH OF STAY IN Ib ¢. CITY OR TOWN (if outside corporole limits, write RURAL ond give neorest town) 
5 <a Cumberland 45 dys. 72 Cumberland, 
4 : d. NAME OF HOSPITAL OR INSTITUTION (If nat in hospital, give sire! address) STREET ADDRESS ©. I$ RESIDENCE 
g 8 oG *2) oe A FARM. 
a ‘| Sacred Heart Hosp. —__ z= 566 Patterson Ave., ves E]_No 
3 3, NAME OF fit Middle Lost 4. DATE Month Dey —Yeer 
DECEASED OF 
(ype or pric DAVID MANN STEELE | dram Oct. 9, 1959 


6. COLOR OR RACE |7. MARRIED EX} NEVER MARRIED [-]| 8. DATE OF 8iRTH 9. AGE tin yoo [IFUNDFR IVEAR] IF UNDER 24 HRS, 


White |wiooweol) oworceopy | Dec. 3, 1905 BS | Se eae ig 


100. USUAL OCCUPATION (Give kind of work dane} 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or Foreign country) - 12. CITIZEN OF WHAT COUNTRY? 
during most of working lite, even if retired) 
State parole officer Md. State Govt}, Lonaconing, Md. U.S.A. 


13, FATHER'S NAME 14, MOTHER'S MAIDEN NAME 


William Steele Agnes Thomson 


2, and 3 to the funeral q 


in 72 hours after death. 


form PM3. Page 5 may be retained fo 
ite poges 1 and 2 with the Sto: 


Give Pages 1, 


8 1s. WAS DECEASED sats! U.S. ARMED FORCES? 16. SOCIAL SECURITY NO. ]17. INFORMANT AddenCumbe r land, , Md. 
z "No" it mmererorreome"| 1 4~16-2141|Mrs. Mary A. Steele 566 Patterson "ave., 
a = a TNtERVAL eRTWEEN 


18. CAUSE OF DEATH [Enter only one couse per line for (a), (b), and (c). } INTEEVAd BETWEEN 


21. b certify that | taak charge af the remains described abave, held an Autapsy [Xj, Inspection QA. inquiry (X).  ond in my 


SFE 

ime 
eee PART 1, DEATH WAS CA\ Y . . 
ef ART | CEA MEDIATE: CAUSE fo) Pulmonary embolism, massive Sudden 
eae 8 v QUE TO 
BOS » if ony, which co Fracture of left hip 45 Days 
g&- 5 gave rise to immediole cove 7 a, 
aie (0), sloling Ihe underlying( OUE TO 
bd = o cause fost, — fon 
Ng o 6 PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART T(a)/19. WAS S AUTOPSY _ 
Sop : = games geet vi PERFORMED? 
Sk a None ves NOt) 
rs e 200. EXTERNAL CAUSE WAS. 206, DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Part It of item 18) - = 
vot PRIMARY DX of CONTRIBUTING 1 3 
p22 CAUSE OF DEATH. Fell On Side Walk 
£ igs 3 [20 Me OF INJURY Month, Day, Year _]20d. INJURY OCCURRED [206. PLACE OF muuRy ria ata! 120. (City er town) (County) (State) 
£5 4 He aa Whil Not whil factory, strest, office etc.) 
20% 4: 308% Aug. 25, 959 lawen i owen” SEPEET ‘Cumberland, Allegany Md. 
aay 
Lape S 


TO DEPUTY MEDICAL EXAMINER: This certificate should be executed within 24 hours after death. If any delay is 
or its destgnoted agent. prior ta burial, cremation, ar removal, and 


° 
3 i. apinian death resulted from: Natural causes [J], Accident J. Suicide [J], Hamicide (J. Undetermined manner [] 
= 
; ) , 
& eienctone “mp, CHIEF MEDICAL EXAMINER [] Care eter 
3 
ogo ; , . 4 » ASSISTANT MEDICAL EXAMINER (] 
tue L| |panmer’s Benedict Skitarelic M.D. Shorr mepicaleo meets Oct. 9, 1959 
3 3 rs Te. BURIAL CREMATION, 226. DATE THEREOF Tic. NAME OF CEMETERY OR CREMATORY 72d. LOCATION [Cilyaiews, er cont) irate) , 
bs ec ai s 
t<6 Buriak | 10/12/1959| Oak Hill Cem, Lonaconing, Maryland 
wa 23. FUNERAL DIRECTOR'S SIGNATURE ‘ADDRESS ao. REC'D BY REGISTRAR | 24>. REGISTRAR'S SIGNATURE . 
candid Charles L. George Cumberland, Md. ore OCT 13°59 Onthen & Kioih 


Y 


be 


2 
bg] 
3 
$2 
ane 
eo 
oo 


If ony delay is y 


File poges 1 ond 2 with the registrar priar ta burial 


farm PM3. Page 5 may be retained for your files. 


Item 18. Give Pages 1, 2, and 3 to the funeral 
‘OR: Page 3 should be used os o burial-transit permit. 
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ae 


e, writing the ward “pending 


* 


cute the certiZg 
forwarded 
ar removal. 


TO DEPUTY MEDICAL EXAMINER: This certificate should be executed within 24 haurs after death. 
TO FUNERAL 


‘VS. AISME(5) 
5M 9/55, 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


c 
MEDICAL EXAMINER'S CERTIFICATE OF DEATH 1089 


Reg. Dist. No. 
1, PLACE OF DEATH 2, USUAL RESIDENCE (Where decemed lived. If institution: Residence before admission) 
a. be . 
Allegany 2 MARYLAND ©. STATE W.VA. b. COUNTY Mineral 
b. CITY OR TOWN alos ‘ouitide corporote Timin, write RURAL c. LENGTH OF STAY IN Ib c. CITY OR TOWN [If outtide corporate limits, write RURAL and give neorest town) 
ive nacre as 
umberland DOA Wiley Ford oo ¥ 
d. NAME OF HOSPITAL OR INSTITUTION {If not in hospital, give streat oddress) d. STREET ADDRESS e IS Se Ape 
ospital Yes st no & 
3. NAME oF Fiest Middle low 4. Bee Month Oay Yeor 
(Type or print) Clarence Edward Swauger cam = =October 17 19 59 
5. SEX 6. COLOR OR RACE |7- MARRIED EXNever MARRIED mt 8. DATE OF BIRTH 9. pgeloge IF UNDER YEAR| IF UNDER 24 HRS. 
Male W wivoweo] —orvorceo 1] | 4 72.1903 56 yn. ep 
Wa, USUAL OCCUPATION ore kind of work done] 10b, KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE {Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during most of working lite, even if retired) 
Laborer Railroad Maryland USA 
13. FATHER’S NAME 14, MOTHER'S MAIDEN NAME 
John Swauger Lillie Hare 
15. WAS DECEASED Spies IN U, S. ARMED pep ocbt 16, SOCIAL SECURITY NO. | 17. INFORMANT Address 
(Yes, 10, oF unknown) Kf yes, Give wor oF doles of service) y : " 
4 wa 2 9=-03-950 Mrs, Betty Swehcer, Wiley Ford; WV. Va. 
18. CAUSE OF DEATH [Enter only one cavie per line for (o}, (b}, ond (c}.] “a oa berween 
ca EAT AN ADIATE Cause fol Coronary Occ lusion ad den 


| DUE TO 


Conditions, if ony, which ® 
gove rise to immedicte couse 
{0}, stoting the underlying( OVE TO 


Coronary Sclerosis 


couse lost. (© 
Z PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINALDISEASE CONDITION GIVEN IN PART 1(0)]19. WAS AUTOPSY 
8 Se ees PEI 

5 yes{] NO cx 
& | 200. EXTERNAL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part ! or Part Il af item 1B.) 

& | PRIMARY (] or CONTRIBUTING C1 

3 | CAUSE OF DEATH. 

= ee 
S | 200. TIME OF INJURY “Month, Day, Yeor  [20d. INJURY OCCURRED ]20e. PLACE OF INJURY (Home, form, 1 20F. {City or town) (County) {Stote) 
é Hour. m. While, Not while mien amiaae Wit. AE-) 

Ey pm 19 fot work [} of work CJ ' 


21. I certify that | took charge of the remains described above, held an Autopsy [_], Inspection Ki}, inquiry EX and find thet 
death resulted from: Natural couses-[X], Accident [], Suicide ["], Homicide [], Undetermined couse []. 


a 
ra 


DATE SIGNED 


t 
La ee Mop, CHIEF MEDICAL EXAMINER [7] 
° ASSISTANT MEDICAL EXAMINER Oo 
XAMINER'S, 
NAME (yee) Bone dict Skitarelic, M.D. Derury MEDICAL EXAMINERK] == October 17, 1959 
220. BURIAL, CREMATION, | 22b. DATE THEREOF 22c, NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, or county} (Stote) 
REMOVAL (Specify) 
° Pilea ORO Bittincear Bittinecer, Gerret Md 
23. FUNERAL DIR! 'S SIGNATURE ADORESS 5 ‘2da. REC'D BY REGISTRAR | 24b, REGISTRAR'S SIGNATURE 
At SSW WHY __arentsvillemd, — |omCt 23°59 Catton £ Kash 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 9 7 
10912 CERTIFICATE OF DEATH 1089i 


Reg. Dist. No. 


1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 
o. COUNTY a. E 
(i 


MARYLAND ba ENC OND 
b. CITY OR TOWN {If outside corporate limits, write i LENGTH OF STAY IN Ib |] c, CITY OR TOWN (If outtide corporate limits, write RURAL and give nearest tawn) 


seal 


jeath. Page 4 


RURAL ond give nearest town) 
z 5 days oute 1, Mt. Savage 


O D 
d, NAME OF HOSPITAL (if natin hospital, give street address! } d: STREET ADDRESS e. IS RESIDENCE 
ON A FAR 


* 


IR: After this certificate has been signed by the attending physician ond completely filled in by the funeral director, 


OR INSTITUTION > 
Miner's Hospital wes NO 
}. NAME OF First Middle lost 4, DATE Month Day 
DECEASED OF 
(Type or print) Cus Taccino | of” October 26th, 19 59 


5. SEX 6. COLOR OR RACE |7. MARRIED] NEVER MARRIED [-] |8. DATE OF BIRTH 9. AGE (In years [IF UNDER 1 YEAR] IF UNDER 24 HRS. 
8 8 8 lost by Y) | Months 
wiooweo [] oworceo (] | Aug. 23rd : a oat 


100, USUAL OCCUPATION (Give kind of work En KIND OF BUSINESS OR INDUSTRY |11, BIRTHPLACE (State or foreign country) 12. CITIZEN OF WHAT COUNTRY? 


Ret. -Self Employed Restaurant Italy USA 


13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 


Michael Taccino Marie Sicoli 


1$. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. INFORMANT Address 
{¥es, no, oF unkeonra | {lt yes, give wor or date: of service) Box 2 


16-30-3672 Mrs,Elizabeth Taccino -Rt,1,Mt.SavagesMd. 
18. CAUSE OF DEATH [Enter only one couse per line for (0), (b). ond c)-] INTERVAL BETWE 


PART |. DEATH WAS CAUSED BY: Q7 ‘ , Ko awk; ee. oe, 
IMMEDIATE CAUSE (0) Z < 4 oa = oD Jetcseccers 


x60X DUE TO 


Year 


Pages | and 2 should be filed with 


Papers. 


after 
ig 


Then pleose remove, 


Canditions, if ony, which RLCCEne ee 
gove rise to immediote 


et 
i DUE TO y rig 
cause (0), stoting the under: y * ‘ A 
lying couse lost. @ Mpls VL. Coa 28 yal yy, 
Parr Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO-THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)|19. WAS as 
a Peek 2 Oe Me PERFORMED? 
AEs Cordisrl Ca ny 00S ee ae yes (] No fh, 
200. ACCIDENT WAS _UNDERLYIN 20b. DESCRIBE BO AI UUeLOc CURRED: {Enter noture of injury in Part | or Port I af item 18.) 


20c. TIME OF INJURY Month, We. PLACE OF INJURY (Home, farm, | 20F. (City or town) (County) (Stote) 
Haur 9. m. i factary, street, office blda-efc.) | = 
H 


MEDICAL CERTIFICATION, 


p.m. ” 


, €rematian, or remaval, ond in ony event within 72 hours 


2 WEG 10. LORE. Kise ti = | last saw the deceased 


_..-.and that death accurred ot_Z4AM, fram the causes‘and an the date stated abave. 
ADDRESS (Street, city or town. state) DATE SIGNED 


° 
¢ 
5 
a 

5 

x 

S 

& 

FS 

3 

3 

2 
5 
F 
8 
x 
6 
° 

a 

3 
° 
= 
= 
8 
a3 

v 
° 

= 
3 

r= 
% 
i 

a 
r 
lu 
z 

2 
Fi 

3 

= 
s 
= 
et 
a 
ra 
=x 
= 

° 

rs 

oa 

z 

c 


he haspital ar attending physician. 


TO FUNERAL DI 


Nameines, Martin M. Rothstein 
Zo. SURI peo ‘2b. DATE THEREOF Tic. NAME OF CEMETERY OR CREMATORY Td. LOCATION (City, town, or county) 
Buriat” St.Patrick's Cemetery, Mt. Savage, 


23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS 24a. REC'D BY REGISTRAR | 24b. REGISTRAR’S SIGNATURE 


Joseph R. Durst Frostburg, Md. oatQCT 2 9'5S9 Cantbun of, Hines 


Page 3 shauld be detached far use as the burial-transit permit. 


the registrar prior to buri 


may be retaii 


TO HOSPITAL O1 


s 
& 
z 
a 
= 


- 


Stary, please exe- 


If ony delay is ry 


TO DEPUTY MEDICAL EXAMINER: This certificate shauld be executed within 24 haurs after death. 


lage 4 should be - * 


Item 18. Give Pages 1, 2, and 3 ta the funeral direct 
Chief Medical Examiner's Office alang with farm PM3. Page 5 may be retained far yaur files. 


‘CTOR: Page 3 should be used os a burial-transit permit. Fil 


le, writing the ward ‘'pending’’ in pencil 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 F 
DICAL EXAMINER'S CERTIFICATE OF DEATH 10892 


1! Reg. Dist. Now 


oi 


¢ 
5 
E ‘3 i 1, PLAGE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If Institution: Residence before edmission) 
e. 

E(t ) Allegany manvano |] SAT Maryland "Allegan 
& b. CITY OR TOWN iif ovizide corporate limit, write RURAL cc. LENGTH OF STAY IN 1b. ¢. CITY OR TOWN (If outside corporole fimits, write RURAL end give nearest town) 
4 ‘ond give secre town 
3 Cumbertand, 9g 2. Cumberland, 
2 A d. NAME OF HOSPITAL OR INSTITUTION (If not in hospital, give street address) d. STREET ADORESS @, IS RESIDENCE 
2 060 . { ON A FAR 
5 . Memorial Hosp. 131 Paca St., ves No 
5 3. NAME OF First Middle Lost 4. DATE Month Doy Yeor 
= ‘DECEASED 
A {Type or print) Lulu Ann Thompson | S&m October 12, 1959 
’ 5. SEX 6. COLOR OR RACE |7- MARRIED [[] NEVER MARRIED [-]] 8. DATE OF BIRTH x tee IF UNDER 24 HRS. 
£ ; : th in. 
£ Female White  |wivowengy _ivorceo (] ap 72m Months] Doys | Hours | Min, 
= 100. USUAL OCCUPATION {Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. ries (Stote or foreign country} 12. CITIZEN OF WHAT COUNTRY? 
« during most of working lite, even if retired) : het 
z ea ess Clothing Junction City, Kansas} U.S.A. 
= = 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
oy \ John Heffer Eugenia Oliver 
ti _7 ) 15; WAS DECEASED EVER IN U. S. ARMED FORCES? 16. SOCIAL SECURITY NO. 17. INFORMANT ‘Address 
‘o> nate. (IF yes, give war or dates of service) 

za 14-28-6850 |Mrs. Ray B. Carder Rt. #1 Ridgeley, W.Va 


INTERVAL BETWEEN 


18, CAUSE OF DEATH [Enter only one coure per line for (0}, (b), ond (c}.} INTERVAL BETWEEN. 


PART I. DEATH WAS CAUSEO BY 
IMMEDIATE CAUSE (0) 


Lte-+4 < DUE TO 
Conditions, if any, which o 
gove rise to immediote cause 


{a}, stoting the underlying( OVE TO 
cavselot. { 
PART II, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a}/19. WAS AUTOPSY 
) ergs Sm 
20a. EXTERNAL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURRED. (Ener noture of injury in Port | or Port II of item 18.) 


PRIMARY CJ or CONTRIBUTING (1) 
CAUSE OF DEATH. 
ee ee 
20c. TIME OF INJURY Month, Doy, Yeor 20d. INJURY OCCURRED ]208. PLACE OF INJURY (Home, farm, 120F. (City or tawn) (County) (State) 
Hour 9. m. While Not wi while. foctary, street, office bldg.. ete.) | 
p.m. Ww at wark work C] i. 


rs 
Q 
< 
v 
= 
= 
iv 
te] 
oS 
8 
= 


21. L certify that | taak charge af the remains described abave, held an Autapsy [], Inspectian [XJ], Inquiry KX and find that 
death resulted fram: Natural causes [X], Accident O. Suicide O. Hamicide oO. Undetermined cause O. 


’ 


S pee 4 ip, CHIEF MEDICAL EXAMINER [] id 
83 z 3 4 ae » ; ; ASSISTANT MEDICAL EXAMINER [] 
£eee p NAME (yea) Benedict Skitarelic M.D. DEPUTY MEDICAL EXAMINER fA} 10/12/59 
2 z Fa To. BURIAL, CREMATION, ‘Mb. DATE THEREOF Tic. NAME OF CEMETERY OR CREMATORY 72d. LOCATION (City, town, or county) Giotey 
Lt Bietat” |Oct. 14, 1959 Hillcrest Burial Pk|. Cumberland, Maryland 
23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS 24a. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
VS. ATSME(S) Charles L. George Cumberland, Md. ore gcT 14°59 C oa 


2 
a 
Ze 


The law requires that the death certificate be executed within 24 hours a! 


the haspital ar attending physician. 


TO HOSPITAL OR ATTENDING PHYSICIAN 


la Page 4 


OR: After this certificate has been signed by the attending physician and campletely filled in by the funeral directar, 


moet 


filed with 


72 haut 


Then please remave carben papers. Pages 1 and 2 should 


detached for use as the burial-transit permit. 


the registrar priar ta burial, cremation, ar removal, and in any event within 
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MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


10893. _ CERTIFICATE OF DEATH 10893 


Reg. Dist. No. 
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 
a @. STAT b. COUNTY 
ALLEGANY ea MARYLAND ALLEGANY 
b. CITY OR TOWN (If outside corporote limits, write | c, LENGTH OF STAY IN 1b c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
RURAL ond give nearest town} 
CUMBERLAND 2 Days CUMBERLAND 
iL shaky i ital, give street odd: d. STREET ADDRESS . 1S RESIDENCE 
; an ep hay? give street oddress) @. pivence 
H 123 _ RACK STREET ves) NOM 
. NAME OF fi Middl 4. DATE Y 
DECEASED ee isis veg oe Month Doy ear 
Aube Teal NANNIE L. WATKINS | DEATH OCTOBER 18 1959 
5. SEX 6, COLOR OR RACE |7. MARRIED] NEVER MARRIED [-] | 8. DATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEAR] IF UNDER 24 HRS. 
last birthdoy) 
WHITE wiboweD [J pivorced TF] APRIL 5 1888 yal yrs. 
10a, USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11, BIRTHPLACE (Stote or foreign country} 12. CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) 
Home Housewife-Own Home WEST VIRGINIA U.S.A. 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
JEFFERSON H. MILLER SARAH MC DONALD 


1S. WAS DECEASED EVER IN U. S. ARMED FORCES? 


(Yes, no, oF unknown) | IIF yes, give wer or dotes of service) 


{ej 


18. CAUSE OF DEATH [Enter only one couse per line for (0), (b}, ond {c). ae 
PART I, DEATH WAS CAUSED BY: a TDhsermdond © 
¥ wy IMMEDIATE CAUSE (0), 

ay DUE TO 
Conditions, if ony, which ne eae. » ayes 
gove rise to immediote 


couse (0), stoting the under. ( DUETO 
lying couse lost. © 


1, SOCIAL SECURITY NO. | INFORMANT ‘Address 
none MEMORIAL HOSPITAL CUMBERLAND, MARYLAND 


INTERVAL BETWEEN 
ONSET AND DEATH 


a. 


34+ 


Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)| 19. wisiauTonsy 
ves] NO P-| 


20a, ACCIDENT WAS UNDERLYING 1 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 1B.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20e. PLACE OF INJURY (Home, form, | 20F. (City or town} {County} (Stote) 
foctory, street, office bldg., etc.) t 
H 


20c. TIME OF INJURY Month, Doy, Year | 20d, INJURY OCCURRED 


Hour 0, m. While Not while 
p.m, jot work [[] of work 


MEDICAL CERTIFICATION 


ACTUAL 
SIGNATURE 


PHYSICIAN'S 


NAME (Type) DR. CLAY DURRETT 


‘220. BURIAL, CREMATION, | 22b. DATE THEREOF 22c. NAME OF CEMETERY OR CREMATORY 
REMOVAL (Specify) 


22-59 Hillcrest Burial 


23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS 


James F, Scarpelli,Cumberland, Mad. 


led with 


leath. Page 4 
‘uneral director, 
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Then please remove corbon popers. 


in any event within 72 hours ofter deoth. 
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MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 099 
NRG CERTIFICATE OF DEATH 10894 


Reg. Dist. No. 
1 sere aia 2 ree asad anes (Where deceased lived. If institution: Residence before admission) 
o. ° b. COUNTY 
MAR’ J 
Allegan aad Maryland Allega 


b. CITY OR TOWN (If outside corporote limits, write | ¢. LENGTH OF STAY IN Ib 


¢. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
RURAL ond give neorest town} j 


Cumberland QO years € Cumberland 
d. NAME OF HOSPITAL (If not in hospitol, give street address) d. STREET ADDRESS: . 1S RESIDENCE 
OR INSTITUTION / ON A FARM? 
99 Meryland Avenue 049 Maryland Avenue ves(] nol 
3. NAME OF i Middh 4, DATE af 
ee First iddle Last Da Month Day ear 
(Type or print) ni S| es Amo th cy ga “ DEATH O ab 19 e] 
S. SEX 6. COLOR OR RACE |7. MARRIED] NEVER MARRIED [7] | ®- DATE OF BIRTH %. AGE, ln years IF UNDER 24 HRS. 
2 last Derthdoy| Month: Da) He Min. 
Male White wow] oworcto tO | pan 2. 199 S72 om. eo 7 Moe 
100. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 12, CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) 
Body and repairman Warow 14s West : d 
ee 
Z Jacob W. Whitacre Emi eaton 
15. WAS DECEASED EVER IN U. S. ARMED FORCES? /16. iA RITY NO. |17. INFORMANT + 
No 236-03- Mrse Amanda Whitacre Cumberland, Maryland 
18. CAUSE OF DEATH [Enter only one couse per line for (0). (b). ond {c}.] INTERVAL BETWEEN 
PART !, DEATH WAS CAUSED eY: ; ¢ ONET ZND DEATH 
» OSATIMMEDIATE CAUSE (o|_COngestive Heart Feilure MO 
LR DUE TO 


Coronary Heart Disease, 6 mo. 


Conditions. if any, which (1 
gove rise to immediote 


s) DUE TO. 
covse (0), stoting the und: : s 
Wing Sy ds _Bronchogenic Carcinoma of right lung. 4 mo 
Past Wl. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{0)| 19. WAS AUTOPSY 
none PERFORMED? Ji 
yes] No 


20a. ACCIDENT WAS UNDERLYING []__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port 1 or Port Il of item 18.) 
OR CONTRIBUTING L] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) none 
20c. TIME OF INJURY Month, Dey. Year |20d. INJURY OCCURRED — |20e. PLACE OF INJURY (Home, farm, 1 20F. (City or town} (County) (Stote) 
Hour o. m. While Not while foctory, street, office bidg., etc.) : 
p.m. 19 Jot work [] ot work [] ‘ 


MEDICAL CERTIFICATION 


21. 1 certify that { attended the deceased from_August 23, , 19.59., aU 

alive an Ut :) ., and that death occurred at_, 40 2_AM, fram the causes and an the date stated abave. 
. | ADDRESS (Street, city or lown, stote) DATE SIGNED 

Sun MO. _._140 Bedford Street 


Name(ves_dames P. Hallinan, M.D. | ——__— Cumberland, Merylend 


Ro. Soy rissa 2b. DATE THEREOF ‘22c, NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, or county) (Stote) 
MOVAL (Speci 
uria, 10/10/59 nset, Hori Pa Cumberland rylLand H 


23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS 24a. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 


Ruth E. Silcox Cumberland Maryland pare fT 13 '59 Ontbnn B Kiana 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 LURE 
¢ Ng CERTIFICATE OF DEATH ‘i 


Reg. Dist. No. 


om 


sé 
® 32 1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before odmistion) 
& Ey ©, COUNT diese he aaa ©. STATE sy det b. COUNTY P 2 
£ Be 4 b. CITY OR TOWN (If outside corporate limits, write | ¢. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside corporate limils, write RURAL and give nearest town} 
$ 8 3 M RURAL ond give neores! town) 
eS mb ait AB veers muberds nd 
a sl 2 me d, NAME OF HOSPITAL (If nat in haspitel, give street address) d. STREET ADDRESS e. 1S RESIDENCE 
oes OR INSTITUTION ON e FARM? 
2 38 " Cs > Mes - ves) NO GE 
2 35 728 Maryland Ave, 7og Marviand Ave, 
Ae Recs 3. NAME OF First Middle last ‘4. DATE Month Day Year 
Sie (type or pit Wigfield Beat Oct v 1959 
eye oa: ‘ype or print + igfie CUs mit 
eo, 5.8 - 
rst 5. SEX 6. COLOR OR RACE | 7. MARRED NEVER MARRIED [-] | 8. DATE OF giRTH 9. AGE (In years TF UNDER 24 HRS, 
ey aes last birthdoy) [Months Days | Hours | Min. 
(ae Male Whi wivowsn fq] bwvorceoC] |Nov.8, 1874 ts. 
3 € og 10a. USUAL OCCUPATION (Give kind of wark done|10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stole ar fareign cauntry) 12. CITIZEN OF WHAT COUNTRY? 
g 88s during most of working life, even if retired) USA 
S Bse Retired Conductor Railroad Frostburg, Md. q 
& e 3 e - 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 

© ; 
e 8 \ i = . 
8 3 elt j John Wigfield Deborah Shryock 
& zo 15. WAS DECEASED EVER IN U. S. ARMEO FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 
: ae ae Tyas. 00, oF unknowa) {If yen, give wor oF dotes of service] 
= at wi ; ’ “ 
eS no none Mrs. Irvin Lewis,Eckhart, Md. 
2 £8 
3 28 18. CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond (c).] INTERVAL BETWEEN, 
3. 2a PART |, DEATH WAS CAUSED BY: 
2 os IMMEDIATE CAUSE (0), Ventricular Fibrillation 4 hours_ 
5 =F “%AO,0 DUE TO 

> 
eee ome oatet any whieh Congestive Heart Failure 6 months 
S. “Be gove rise to immediote apts 
3) Sk couse (a), stating the under- 
esa lyi lost 
Gesu ying couse lost. {c). ars 
aa lyingisouseiost:. 
3.93 5 Parr I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(a)}19. peat 
hone 
2635 Q Pulmonary Emphysema ves] No ox 
=S2 


200. ACCIDENT WAS UNDERLYING [) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Part tor Port Il of item 18.} 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day. Yeor | 20d. INJURY OCCURRED —[20e. PLACE OF INJURY (Home, form, | 20f. (City or town) (County) (Stote) 
Hour 0. m. While Not while foctory, street, office bldg., etc.) $ 
Pam. 19 fat work [) ot work [J H 


21. I certify thot | attended the deceased fram.___ AUg._24.___, 1959, to___ Oct, 6._-., 1959 ..,that ! lost saw the deceased 
alive on_._Oet,..6..-------- 12. 59_-,., ond that death accurred ot _________ M, fram the couses and on the date stated abave. 


ADDRESS (Sireet, city or town, stote) DATE SIGNED 
ACIUAL Pag Bee Seed 
SIGNATURI M.D. 


jicate 


After this certifi 
MEDICAL CERTIFICATION, 


the haspitol ar attending phys’ 


letached for use as the bur 


‘OR: 


4 


the registror priar ta burial, cremation, ar removol, and in any event within 72 ho 


PHYSICIAN'S. 


NAME (Type)_Lg Michael] Glick M.D, .___—_—.126. NN, Smallwood St, Cumberland, Md... 


Wo. BURIAL, CREMATION, | 220. DATE THEREOF 2c. NAME OF CEMETERY OR CREMATORY 2d. LOCATION (City, town, or county) (Stote) 
oN (Specify) 
eu Oldtown, Md. 


23. rasaoy DIRECTOR" $ reo ox a ‘24a. REC'D 1°39 2b. Reese's sh 
tM 1005? James F. Scarpelli,Cumberland, Md, oare 0% Ss 


page 3 should 


TO HOSPITAL OR ATTENDING PHYSICIAN 
may be retained, 


TO FUNERAL DI 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 “40 896 
1089§ CERTIFICATE OF DEATH Reg. Dist. No. 
1. PLACE OF DEATH 


ACE OF I 2, USUAL RESIDENCE (Where deceosed lived. If isitutian: Residence before admission) 
°. . 

ALLEGANY MARYLAND MARYLAND » COUNTY ALLEGANY 
b. CITY OR TOWN (If auiside corporate limits, write | c. LENGTH OF STAY IN Ib 


¢. CITY OR TOWN (If outside carporate limits, write RURAL and give nearest town) 
RURAL and give nearest tawn) 


CUMBERLAND ti DAYS Oe CUMBERLAND 


d. NAME OF HOSPITAL {If nat in haspital, give street address) fe STREET ADDRESS oe. ee | 
761 FAYETTE STREET ves) NOX] 


OR INSTITUTION 
st 4. DATE Manth 


MORTAL HOSPITAL 
Lo: Yeor 
cae MAMIE E. WILHELM (Ben octoser “I5 15° 59 


~ 
2 
D 
S 
a 
¥ 


$ 
£ 
3 
e 
Fy 
2 
2 
° 
2 
> 
} 
£ 
uv 
2 


|. NAME OF First Middle 


Pages 1 and 2 should be filed with 


5. SEX 6. COLOR OR RACE 7. MARRIED] NEVER MARRIED [] |®. DATE OF BIRTH 9. AGE {ln years IF UNDER 24 HRS. 
FEMALE | WHITE winowen KX] ~—sovivorcen) | FEBRUARY 28,1892 “87 °N| [Months] Days | Hour | Min. 


11. BIRTHPLACE (State ar foreign cauntry) 
PENNSYLVANIA 
14. MOTHER'S MAIDEN NAME 
BELLE Haritsauk 
INFORMANT 


MEMORTAL HOSPITAL - CUMBERLAND, MARYLAND 


INTERVAL BETWEEN 
ONSET AND DEATH 


12, CITIZEN OF WHAT COUNTRY? 


U.S.A. 


during mast af working,life, even if retired) 
ousewite Own home 


13. FATHER'S NAME 


Ela, SLIGER 


% WAS DECEASED EVER IN U. S. ARMED FORCES? 


fas. nO, OF unknown} (if yes, give wor or dotes of service) 


No 


18. CAUSE OF DEATH [Enter only ane cau: 


se par line Far (a), (b}, ond (c}.) 
PART |. DEATH WAS CAUSED BY: Ee en Se SE ee ee 6 Lands 
IMMEDIATE CAUSE (o} n — 


100, USUAL OCCUPATION (Give kind of wark ak KIND OF BUSINESS OR INDUSTRY 


16. SOCIAL SECURITY NO. 
None 


Then please remove carbon papers. 


the registrar prior to burial, crematian, ar removal, and in any event within 


been signed by the attending physicion and campletely 


r 3./ DUE TO 
z Conditions, if ony, which 
E gave rise ta immediate 
tf cause (a), stoting he under. (DUE TO 
= lying couse last. © 
i eby Trip couse Teale 


Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THETERMINAL DISEASE CONDITION GtVEN IN PART (a) |19. Nee 


Gives A ves) NO 
20a. ACCIDENT WAS UNDERLYING 1] 20bNDESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | ar Part II of item 18.) 


OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER} 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED 
Hour ‘While Nat while 
$ 19 lat work [J ot work 


21. | certify that | attended the deceased fram_s#A@7 GSA Ma NCES ESE, 19.87 that | last saw the deceased 
alive on__/% O7~ 12 7. -, and that death accurred 0122594 M, fram the causes and an the date stated abave. 


RESS (Street, city ar tawn, stote) DATE SIGNED 
Actua ten 
SIGNATURE. Cutler M.D. ABz 


'20e. PLACE OF INJURY (Home, form, | 20f. (City or tawn) (County) (Stote} 
factory, street, affice bldg., etc.) | 
1 


or attending physician. 
MEDICAL CERTIFICATION 


ENDING PHYSICIAN: The law requires that the death certificate be executed within 24 haurs a 


= 
i 
° 
= 
6 

o 
a 
s 
< 
4 


5 
2 
e 
= 
to] 
g 
5 
5 
ofy 
and 
£28 
rf 
ne) 
° 
e-] 
a 
3 
Oo 
2 
3 
” 
° 
a 
8 
a 


R AIT 
rt 


Oe 
a 
gigi: / | |ouwwws oR. co BRINSFIE Gon buat TA 10/16/59 
Fd &3 Tia. SURIAL CREMATION, 7b. DATE THEREOF Tic. NAME OF CEMETERY OR CREMATORY 22d, LOCATION (City, tawn, or caunty) (State) 
>5 pec 
BS Burial 10/18/59 Bethe} Cemetery Nr. Centreville, Penna. 
- 123. FUNERAL DIRECTOR'S SIGNATURE ADDRESS. 2da. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
Vs 15 (4 Charles L. George Cumberland, Md. pa PET 1 9 '59 Otbuy £ Hare 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
2) 10913 CERTIFICATE OF DEATH 


eed 


10897 


Reg. Dist. No. 


“aed ie Latte Meat lk 2 been FG (Where deceased lived. If institution: Residence befare admission} 
ww ae b, COUNTY 
M LAND 
Allegan =a Maryland Allegany 


¢. CITY OR TOWN [If avtside corporote limits, write RURAL and give nearest town) 


Fro burg ee 2 


vuneral directar, 


Pages | and 2 should be filed with 


b. CITY OR TOWN [If outside corporate limits, write | c. LENGTH OF STAY IN Ib 
RURAL and give nearest tawn) 
osthb 9 Life me 


d. NAME OF HOSPITAL If not in hospital, give street address) d. STREET ADDRESS / e. 1S RESIDENCE 
0 6 | OR INSTITUTION ON A FARM? 


ts 


7 
e 
oD 
) 
2 
= 
°o 
8 
qv 
Soue 
Be ners Hospita’ 100 Rast Main ves) Noz) 
2 3. NAME OF First Middle Lost ‘4, DATE Month Da; Year 
a) DECEASED. “ OF uh 
a (Type ar print) Charles G. Wilson bam, October 22 9 59/ 
Payee 5. SEX 6. COLOR OR RACE |7. MARRIEDS] NEVER MARRIED [-] |®. DATE OF BIRTH 9 AGE (In yeor IF UNDER 1 YEAR] IF UNDER 24 HRS 
e of M W wipowen [] pworceo] | 12-25-1873 | ai ne 
ae 
es £ a2 100. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY }11. BIRTHPLACE (Stote or foreign country} 12. CITIZEN OF WHAT COUNTRY? 
g 88s during mast af working life, even if retired) - 
Se eyere Carpenter Retired Shaft, Md. U.S.A. 
of ° 3 & 13, FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
2 <3Z 
° 
8 Bee Jacob Wilsom Elizabeth Boden 
Se 22 > 15, WAS DECEASED EVER IN U. $. ARMED FORCES? |16, SOCIAL SECURITY NO. |17, INFORMANT ‘Address Ei a uy felt 
° 
5 8 4 Ves. 10, oF unknown) It yes, give wor oF dates of service) 16 10 6801 if RB 1 L Wal 100 E.Mai , 
S ous N les. Nese -10- irs. Evelyn L. son E.Main 
2 Q 0 ot ET ee 
ape 
3 & i 1B. CAUSE OF DEATH [Enter anly one cause per line for (0}, (b). ond (c)-] INTERVAL BETWEEN 
cv Eay PART |, DEATH WAS CAUSED BY: & 4 R al } ; - ini tba 
2 4 ce IMMEDIATE CAUSE (0). 4 . ears an 
= te Y22.] DUE TO 
£ - S 
= 5z> Conditions, i any, which Govut50 antGnind § is 
= Zé seas h (b) PAN 
= Be eerie uainainante( OUEAO - i: 4 . 
fs%sF lying cause lost. (ch a sca gn =. Gi VW) Anatane. 
78g 5 be Zz Pant Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Mo} ] 19. WAS AUTOPSY 
Bae = ro} a ' PERFORMED? 
= > 9 eS . 
fuse \i< - . . : F 
gagss6 O1s rot ea rua : AoN A antenna sclinencs yes QO) noe 
2 ¢ o Ss Con 
ca oo 3 5 = | 200. ACCIDENT WAS UNDERLYING CJ 20b, DESCRIBE HOW INJURY OCCURRED. (Ehter nature of injury in Part tor Part I! af item 18.) 
ee ioal & | OR CONTRIBUTING LJ CAUSE OF DEAT! 
z te & £6 & | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
Sezss S ]20c. TIME OF INJURY Month, Day. Yeor ]20d. INJURY OCCURRED [20e. PLACE OF INJURY (Home, farm, | 20f. (City or tawn) (County) {Stote) 
25 os 5 MeuRe one Ris ie Stucalai ie foctory, street, office bldg., ete.) ! 
zaEr5 = pm. W fot wark [J ot wark i 
Pb ed Poe = ~5 
Zi 3 21. U certify that | attended the deceased fram _Se-b. ! 7, 192_7., ta $2_s2 AS 19.2_7.,that I last saw the deceased 
e2<28 . “ 5S - 
rare 3 5 alive an {2 et. 2 4. ., and that death accurred at_ GAM, fram the causes and an the date stated abave. 
gtte J ADDRESS (Street, city or town, stote) DATE SIGNED 
E 9° ——— 
<a ie ACTUAL : . 4 - 
& +e: SIGNATUR 2 ae : wo wbG 2: Yne chawien SF Lolth 
Da - 
a rs PHYSICIAN'S y—. as, ‘ 
Sexi? | NAME (Type)_1 "RA ~TARRAT an Ys Nhong_ Waa yuCeinds ioe 
= = 
4 BY 24 > To. BAe RENTON, ‘Wb. DATE THEREOF ‘W2c. NAME OF CEMETERY OR CREMATORY 72d. LOCATION (City, tawn, or county) (State) 7 
>S o* it Y 
Of okt Buri'at” | 20-25-59 Johnson's Cemeter Rt.#40, Frostburg, Md, 
oe 23, FUNERAL DIRECTOR'S SIGNATURE ‘24a, REC'D BY REGISTRAR | 24b, REGISTRAR'S SIGNATURE 


ADDRES: 
) i Hafer Funeral Home 
Sie Wht debe Be Mate Bros tere Md 
XN 


DATE OCT 2 9 59 Cran d FGA 


| 
| 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 10898 
CERTIFICATE OF DEATH : 6 
19897 


Reg. Dist. No. 


ee ATH 
noice 8 ke fo Ane - 


PART I. DEATH WA! - " j 
IMMEDIATE CAUSE (0) Plaatent: a DPaprcrap hott = ay cape Z ave. 
YU DUE TO 
Conditians, if any, which (by oe 


Then 


the registrar prior ta burial, crematian, ar remaval, and in any event within 72 


gave rise ta immediate 
couse (a), stoting the under. ( PUE A 


pire, Geordie metole. PMPs A pe 


lying cause fost. 


ae 
& g3 + Meee DEATH 2 Usa RESIDENCE (Where deceased lived. If institutian: Residence befare odmission} 
223 - 42 ALLEGANY marviano || ° “MARYLAND b. COUNTY ALLEGANY 
€ Bo b. CITY OR TOWN (If outside corporate limits, write | c. LENGTH OF STAY IN Ib | c. CITY OR TOWN (if autside corporate limits, write RURAL and give nearest tawn) 
2 2 RURAL ond give nearest tawn! “MA 
$2 CUMBERLAND, MARYALAND 1 DAY LA VALE, MARYLAND 
22 d. NAME OF HOSPITAL Tc he I, d. STI . 1S RESIDENCE 
£5 7 OR INSTITUTION ogee ae! ORTH & { : 0 hans . ON A FAR 
egies MEMORIAL HOSPITAL WARWICK AVES. 24 NORTH WOODLAWN ves [] No 
ao! 
ete) 3. NAME OF First Middle lost 4. DATE Moy 
Bi DECEASED OF 
=8 (Type or print) CARRIE R. WIMER DEATH OCTOBER Th 19 99 
2 5 eX 6. COLOR OR RACE | 7. MARRIED [X NEVER MARRIED oO B. DATE OF BIRTH i E (In Mion uN wee FUNDER 24 MES. 
Bs FEMALE WHITE = |winoweo Divorceo [J JANUARY y, 1 882) hee | ee Hes 
5 Be 100. obaee SE ESON Wate kind si cua 10b. KIND OF BUSINESS OR INDUSTRY | 1}. BIRTHPLACE (Stote ar foreign cauntry) 12. CITIZEN OF WHAT COUNTRY? 
<= luring most of warking life, even if reti 
zed ORK Own home GRANT CO.,W. VA. U. Se A. 
3 3 s 13. FATHER’S NAME 44, MOTHER'S MAIDEN NAME 
ae I Hamilton Shobe JUDY, MARY JANE 
a 8 ye WAS da dacaaek sails) U.S. ARMED Loney 16. SOCIAL SECURITY NO. INFORMANT Address 
a ‘83, 00, or unknown) (IF yes, give wor ar dates of service} 
oe No, | None MEMORIAL HOSPITAL CUMBERLAND, MARWLAND 
& 8 18. CAUSE OF DEATH [Enter only ane cause per line far (a), (b), and (c)-] INTERVAL BETWEEN 
5 
2 
A 
a 
5 
, 
3 
1p 
- 
3 
s 
6 
3 
- 
3 


TENDING PHYSICIAN: The law requires that the death certificate be executed within 24 haurs a! 


Dr. Donald B. ove 


ia 
ry 
f a. 
c = 
6.3 
286 FA Paar Il, OTHER SIGNIFICANT ee S CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(o}]19. WAS”AUTOPSY 
$2 s = 
a 2 S lee a efennece - feemnks WA Yess] no] 
ie.3 © [200. ACCIDENT WAS UNDERLYING [J ]20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port lar Port ll of item 18) 
= & | OR CONTRIBUTING LC] CAUSE OF DEATH 
Eee © | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
5E8 & |200. TIME OF INJURY Month, Dey, Year 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form,  20F. (City or town) (County) (tote) 
sos ray Hour 0. m. While Nor while, factary, street, office bldg., etc.) | 
3? g pt 19 fot work [) of wark i 
= = 5 = 
ERs os | {2l. | certify that | attended the deceased from._t¢@¢¥ ~~ _¢7____ Oey tole Oe og 2 . 15 Ahat | last saw the deceased 
£<2 . 
ee 3 alive on_ Ge ieee 1B. footie bine ee. and that death occurred at___U8't Oa FM the causes and an the date stated above. 
253 7 ADDRESS (Street, city er town, state) DATE SIGNED 
< ‘ ACTUAL Sa : 
im 2 SIGNATURE 
D 
y = 
o 
s 
” 
ra 
> 
& 


og 

25 PHYSICIAN'S 

Ssz NAME (Tj DRQobRoactubbtdhaSolik, 

ee ype) 

pe 

a3 $ Zio. BURIAL, cRMATON 2b. DATE THEREOF 2c. NAME OF CEMETERY OR CREMATORY 2d. LOCATION (City, tawn, ar county) (Stote) 
x 

Pai BHP TSE” | 10/17/59 Harper Cemeter Nr. Harmon, W. Va. 

Gr 4 

_ '23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS 24a. REC'D BY REGISTRAR 24b. REGISTRAR’S SIGNATURE 


Chathan Lf. 


< 
G 


AIS (4) 
5M 9/58 


H. Wayne George Cumberland, Md. pate OCT 19°59 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 1 OS99 
10898 CERTIFICATE OF DEATH vd wae ‘ 


ame. 


i etiee 
oy \ 
2 "3 i, Vp. pink tlt 2. Meer ee (Where deceosed lived. If institution: Residence before admission) 
} ¢. -_. b. COUNTY 
. 3\ xf ALLEGANY MARYLAND WEST VIRGINIA MINERAL . 
= Fa b. CITY OR TOWN (If outside corporote limits, write | c. LENGTH OF STAY IN Ib c, CITY OR TOWN ((f outside corporate limits, write RURAL ond give nearest town) 
Me 2 RURAL ond give nearest town) 
ie be CUMBERLAND 2 DAYS RIDGELEY, €S%- 3 
I 2%? d. NAME OF HOSPITA! tip hospital, pive at Inpss) d, STREET ADDRESS: e. 1S RESIDENCE 
° bin 0 OR INSTITUTION Mec Tat AOSEL TAT ON A FARM? 
eas U0 WARWICK & L RT. #1 ves (NO fg 
° c = 2 
= Ai 3. DECEASED ; First Middle Last 4 aaa Month Day Yeor 
3 (Type or print) DUETTA G W DEATH OCTOBER 22 19 59 
& 5. SEX 6 COLOR OR RACE |7. MARRIED] NEVER MARRIED [] 


FEMALE WHITE 


8. DATE OF BIRTH 9. AGE ieee IF UNDER 1 YEAR] IF UNDER 24 HRS. 
lost birthdoy) [Months] Days | Hours] Min. 
AuGUST 20, 1902 | 57 7m. 


18. CAUSE OF DEATH [Enter only one couse per line for (0), (b). ond (c] INTERVAL BETWEEN 


ONSET AND DEATH 
. \ G w 


PART I. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (o}. 


#\/ wipoweD [] DivoRceD 1] 

a 100, USUAL OCCUPATION (Give kind of work done|10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stole or foreign country} 12. CITIZEN OF WHAT COUNTRY? 
g during most of working life, even if retired) 

< Housewife - Sales dy Clothing Store Keyser,W.Va. USA 

3 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 

3 OMB 

= THEODORE COMBS Margaret Combs 

ry 15. WAS DECEASEDEVER IN U. S. ARMED FORCES? |16, SOCIAL SECURITY NO. INFORMANT Address 

5 fen ©, oF unknown) UF yes, give war or dates of service) 

ig 

[ No | 214-05 RYLAND 
3 

a 

< 

§ 

2 

= 


4 all DUE TO 
Conditions, if ony, which (6) 

gove rise to immediote 7 
DUE TO 


couse (0}, stoting the under- 


low requires thot the death certificote be executed within 24 


: After this certificote hos been signed by the ottending physicion and completely filled in by the funerol director, 


page 3 shauld be detoched for use os the buriol-tronsit permit. 


§ lying couse last. (c) 
= a Pant Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)| 19. WAS AUTOFSY 
S Ole 
oa ) s yes) NOf) 
eo = | 200. ACCIDENT WAS UNDERLYING []_ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Part | or Port Il of item 1B.) 
s & | OR CONTRIBUTING C] CAUSE OF DEATH 
5 © | UF EITHER, NOTIFY MEDICAL EXAMINER) 
3 & [20c. TIME OF INJURY Month, Day, Yeor |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20F. (City or tawn) (County) Gtote) 
id 8 Hour o. m. While Not while foctory, street, office bldg., etc.) | 
at = at work [[] ot work ' 
21. | certify that | ottended the deceased fram__7 0M. WEA, ta_OAr _____ 4 1954] that 1 lost saw the deceosed 
olive on_ OUP 22, _, ond thot death occurred 6353-AM, from the causes ond on the dote stoted above. 
/ ADDRESS (Street, city or town, stote) DATE SIGNED 


the registror prior ta buriol, cremotion, or removol, and in ony event within 72 hours ofter deoth. — 


TO HOSPITAL OR ATTENDING PHYSICIAN: The | 


€: $ave wo, 135 Vitro atte Flee 

2a 

So PI : 

ez Name ttyee)___DR._G._OVERTON HIMMELWRIGHT_ 

$ 3 Zo. BURIAL, CREMATION, 2b. DATE THEREOF 2c. NAME OF CEMETERY OR CREMATORY 72d. LOCATION (City, town, or county) 

>2 Burd (Specify) Se: 

Ba al 10-25-59 Res } k erland, hid. 

- 23. FUNERAL DIRECTOR'S SIGNATURE a ADDRESS 2a, REC'D BY REGISTRAR | 24b, REGISTRAR'S SIGNATURE 

VS AIS (4) ames F, Searpelli Cumberland , Maryland 
15M 9/58 oat CT 2 7 '59 m7 to be 


sary, please exe 
Page 4 should be 
od 


If ony delay 


Poges 1, 2, and 3 to the funeral 


Chief Medical Examiner's Office along with form PM3. Page 5 may be retained for your fi 


in pencil in Item 18. 


te, writing the word “pending” 


& 


cute the cert; 


TO DEPUTY MEDICAL EXAMINER: This certificate should be executed within 24 hours after death. 
forwarded 1 


B 2 Ocotober-8B 1080 M+ Smith Com : 
ere DIRECTOR'S SI i DS do. REC'D BY REGISTRAR | 24b. REGISTRAR’S SIGNATURE 
VS. AISME(5) 3 A a 
| ves Yr LULEIKS (ite sain lb DATE B '99 Olathe of Fo at 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 109 5 0 
oh MEDICAL EXAMINER’S CERTIFICATE OF DEATH 


£ ern Reg. Dist, No. 
2 i ) 1, PLACE OF DEATH LUO 2. USUAL RESIDENCE (Where deceased lived. If Institution: Residence before admission) 
5 » 
5 3 Allegany manviann |i fare PB ees AN 
3 b. CITY OR TOWN {If ounide corporate timits, write RURAL ¢. LENGTH OF STAY IN Ib ¢. TITY OR TOWN {if outside corporote limits, write RURAL ond give neorest town} 
; Cube 
. umberland 16 hrs x ELLERSLIE 
ee d. NAME OF HOSPITAL OR INSTITUTION (IF not in hospital, give street address) P ‘STREET ADDRESS e. IS RESIDENCE 
= ’ ON A FARM? 
5 Memorial Hospital ves} NO [¥ 
g 3. NAME OF ; First Middle Lost oar Month Ooy Year 
y eco re) SAR AH ANN WOLFE Eig Oct. 5 1959 
‘é 5. SEX 6, COLOR OR RACE |7. MARRIED [[] NEVER MARRIED [_]| 8. OATE OF BIRTH 9. AGE (in yeon [IFUNDER IYEAR| tF UNDER 24 HRS. 
£ teuketeey) ‘Months | Days Min. 
< FEMALE wivoweo[§ ——pivorceo 2] 0 8B 1868 oy 
ae 100. USUAL cp delay ed Lash sabi done! 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE {State or foreign country! 12. CITIZEN OF WHAT COUNTRY? 
o ring most ‘ing life, even if retii s 
z ousewite BEDFORD COUNTY, PA. USA 
2. P13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
eam f HENRY HARTGE Elizabeth Fink 
15. WAS DECEASED EVER IN U. S. ARMED FORCES? 16. SOCIAL SECURITY NO. |17. INFORMANT ‘Address 
© (Yes, 00, ef, ean {it yes, give wor of dates of service) 
= ° None MEMORIAL HOSPITAL, CUMBERLAND, MD. 


INTERVAL GETWEEN 
ONSET AND DEATH 


16 brs. 


18. CAUSE OF DEATH [Enter only one cavse per line for (0), (b), ond {c).] 


PART !. DEATH WAS CAUSED BY: ACUTE CARDIAC PFA ILURE 


IMMEDIATE CAUSE (0) 
if DUE To 


Conditions, if any, which rs 
gove rise ta immediote coure 
{0}, stoting the underlying DUE TO 


CHRONIC MYOCARDITIS 


cause font. me 
Fa PART Il OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL ISEASE CONDITION GIVEN IN PART I(ol[19. WAS AUTOPSY 
s INTERTROCHANTERIC FRACTURE OF LEFT HIP YES no 0 
& 200. EXTERNAL CAUSE WAS 0b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of Injury in Port { or Port Il of item 18.) 

& | PRIMARY C1 or CONTRIBUTING , 

Ui CAUSE OF DEATH: FELL AT SMITH'S NURSING HOME, HYNDMAN, PA. 

§ ]20c. ME OF INJURY Month, Day, Year [20d. INJURY OCCURRED [20e. PLACE OF INJURY (Home, farm, 120f. (City or town) {County) {Sio1e) 
8 os Whi Not whit foctory, street, office bldg. etc.) | 

= 630m. Oct .4 1959 fot 1 ot work N sing home ; Mann's hoice, Bed Pa 


21. I certify that | taok charge of the remains described abave, held an Avtapsy [J], Inspection [Inquiry [RJ, and find that 


death resulted fram: Natural causes f{J, Accident [], Suicide ], Homicide [1], Undetermined cause [[]. 
t ¢ 


ons 
DATE SIGNED 
Mp, CHIEF MEDICAL EXAMINER [7] 


ASSISTANT MEDICAL EXAMINER [[] 


RECTOR: Page 3 should be used os a burial-tronsit permit. 


oes 

a3 EXAMINER'S, 

Pd 

~~ e NAME (Type) Banedic lk areli MeD DEPUTY MEDICAL EXAMINER [3 Oct ¥ 5, 1859 

2° Tie. BURIAL, CREMATION, 2b. DATE THEREOF 2c. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, ‘or county) {(Stote) 
pecit 2 i 

o5 ‘ | ae . Bedford,Pa. RD#2 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 1 0901 
CERTIFICATE OF DEATH 


— 


Reg. Dist. No. 


ICTOR: After this certificate has been signed by the attending physician and campletely filled in by the funeral directar, 


page 3 shauld be detached far use as the burial-transit permit. 


Z 
= 1. PLACE OF DEATH 2, USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission} 

2 ‘aClEGany marcano || ‘MARYLAND » COUNRLLEGANY 

mS b. CITY OR oN (le a 3 gale limits, write | c. LENGTH OF STAY IN Ib c. CITY OR TOWN ([f outside corporote limits, write RURAL ond give nearest town} 

2 cOMBER CANE |p 2 FROSTBURG 

2 d. NAME OF HOSPITAL (if not in hospital, age ess}, y 9. STREET ADDRESS e. IS RESIDENCE 
MEMORTXE HOSPITAL, TRBOR RES. ‘48 ‘BROADWAY a 
5 060 F& NAME OF First Middle last 4. DATE Month Day Year 

r (Type oF print BABY BOY YATES Bian = OCTOBER = 1959 
8 5. SEX 6. COLOR OR RACE |7. MARRIED [-] NEVER MARRIED [X] | 8. DATE OF BIRTH 9. AGE (In years [IF UNDER 1 YEAR] IF UNDER 24 HRS. 


u wipowep [) Divorced [] OCTOBER | lis 1959 


lost birthdey) [Months] Days ours | My 
ey 58 
UNTRY? 


a: 10a. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (State or foreign country} 12. CITIZEN OF WHAT CO 
2 during most of working life, even if retired) 
ee Maryland 
a 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
et ELLIS R. YATES AR LEAH A. ARNOLD 
2 15. WAS DECEASED EVER IN U, S. ARMED FORCES? |16. SOCIAL SECURITY NO. | INFORMANT ‘Address 
§ [Yes, no, or unknown) {IF yes, give wor or dates of vervice) 
2 | MEMORIAL HOSPITAL, CUMBERLAND, MD. 
3 1B. CAUSE OF DEATH [Enter only one cause per line fos{a}, (b), ond i INTERVAL BETWEEN 
. PART I. DEATH WAS CAUSED BY: \ @ Y Tae oy; , 
§ ‘ __ IMMEDIATE CAUSE (o} revia &@ remalyure @ Resp ab 
2 é 
is 


164. ‘ 
Conditions, if ony, which ai dak heels ee Pas lei es Shu S5ue 


ove rite to immedi 
gove rite to immediote{ 9. 16 | 


couse (o}, stoting the under- 
lying couse lost. (c). 


Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)| 19. es ee 
yves—[] No 


200. ACCIDENT WAS_UNDERLYING 1) 
OR CONTRIBUTING [1] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Doy, Yeor | 20d. INJURY OCCURRED 


Hour 0. m. While Nat while 
pom. lot work [] of work 


20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Part Il of item 1B.) 


20. PLACE OF INJURY (Home, form, | 20F. (City or town) (County) (Stote) 
foctory, street, office bldg., etc.) ! 


MEDICAL CERTIFICATION, 


F OTA __, 19-$7that | toast saw the deceased 


|. o: 2 eS al that death accurred at_10 254, 


TTENDING PHYSICIAN: The low requires that the death certificate be executed within 24 haud 


y the haspital ar attending physician. 


the registrar priar ta burial, cremation, ar remaval, and in any event within 72 h 


alive an____ m the causes and an the date stated above. 
ADDRESS (Street, city or town, state) DATE SIGNED 
ee « G3Gr eee ST, Cumbarlend 2057 
ow 
z PHYSICIAN'S 
Zod NAME (Type) OR. L. B. RANSOM 
ees Ef Vlado DORE el) a a ee ee ee ee 
Fa ae To. eau Gees Z2b. DATE THEREOF Zc, NAME OF CEMETERY OR CREMATORY 22d. LOCATION {City, tawn, or county} (Stote} 
a a Buria 10-12-59 Frostburg Mem. Park Frostburg, Maryland 
- <4 '23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS ‘240. REC'D BY REGISTRAR ‘2d. REGISTRAR’S SIGNATURE 
VS AIS (4 . r " i 
haere Durst Funeral Home,Frostburg, Maryland DA’ ' Onthun 2 Kins 


pear” Bo/XVO 


